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The medical branch of the Royal Air Force has occasion 
to treat a large number of accident casualties in the course 
of routine duties, but it must not be assumed that these 
are usually associated with the practice of aviation. An 
aircraft accident may on occasion be appallingly destruc- 
tive in its effects, yet it is surprising how much the human 
frame can tolerate and how often the pilot and occupants 
are relatively uninjured when the machine may be totally 
wrecked. Conversely, slight accidents may have tragic 
results through sheer misfortune. The cases that require 
prolonged treatment and study are those which are severely 
injured and yet survive the immediate effects of the crash. 
It is a limited class. 


On the other hand, the Air Force consists of a rapidly 
increasing number of healthy individuals who are chiefly 
below 30 years of age, who are encouraged to lead an 
active life, and for whom there are opportunities to indulge 
in most forms of sport. In a study of vertebral injuries 
we find that the majority of the cases which come under 
the care of the Air Force surgeons are the result of every- 
day life, as opposed to flying. 

It is very difficult to draw any conclusions as to 
whether there are essential underlying differences between 
the types of injuries received in flying accidents and those 
which occur as the result of other types of accidents. One 
interesting fact revealed itself in our survey of these cases 
—the high proportion of completely satisfactory results in 
pilots and airmen, so that they have eventually returned 
to full Air Force duty. 


In the case of the flying personnel there is a special 
significance when it is appreciated that in the United 
Kingdom pilots of Service and commercial aircraft require 
to be passed medically fit by the Central Medical Establish- 
ment of the Air Ministry. Only after an exhaustive medi- 
cal examination are pilots graded as physically fit for full 
flying duties, for there is a definite duty to safeguard the 
occupants of aircraft and the general public by eliminating 
the unfit pilot. The surgeon's concern is chiefly that of 
the function of the limbs and, with the neurologist, to 


ensure that movements are co-ordinated. Consideration 
has to be given to the necessity that function shall be 
correct under the stresses imposed by flying, such as those 
due to increases of “ gravity ” and height and to the sitting 
for long periods in relatively cramped positions. A high 
level of efficiency has to be maintained, and it is signifi- 
cant that of the very small number of cases we are able 
to quote the majority were ultimately passed fit for flying 
duties. Little more than a decade ago such cases would 
probably have been condemned to be cripples for life. 
Now, despite the fact that we cannot claim to be dogmatic 
on such slender evidence, it would appear that they have 
a reasonable opportunity of achieving this high standard 
of physical fitness, 


Analysis of Case Records * 


A search was made through the records of the last five 
years for cases which had received treatment for injuries 
to the vertebral column. We are able to trace fifty-seven 
such cases, but are unable to state that these represent all 
those which have occurred during this period, although 
none has been omitted to our knowledge. Of this total 
nine were the result of flying accidents, and the remainder 
were the result of non-flying accidents such as might 
occur in ordinary civil life. Of the flying personnel cate- 
gorized as pilots, sixteen were injured; but of these 
only seven received their injuries in accidents to aircraft. 
Injuries received in aircraft accidents in all cases involved 
fractures of the bodies of the vertebrae, whereas other 
accidents gave rise to various types of injuries. 


Flying Accidents 


There follow a record (Table I) and a summary of 
flying accidents to pilots and non-pilots: 


*In the tables and case summaries the following abbreviations 
have been observed: Al—Fit for full flying duties. A2—Fit for 
limited flying duties. A3—Fit as combatant passenger in aircraft. 
A4—Fit as non-combatant passengers in aircraft. B—Fit for ground 
duties. t—Temporarily unfit. p—Permanently unfit. h—Fit for 
duties at home only. 
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TABLE 1—Flying Accidents 


Occupation) ¢. Injury | Treat- “ategory 
Case} aye | at Time to Cord,| ment on Dis- 
No. ge of Tniu Paralysis,'byHyper-| charge 
Accident ete. extension from 
Hospital 
18 Pilot Fr. dis. Yes Ap Bp 
2 Comp. tr. No AIhBh 
3 22 Air gunner} L. 2 AIB 
“ 24 Pilot D.4 Slight Pa No A2h Bh 
comp. tr. 10,000 ft. 
5 23 “ D. 3, 4, | Comp. fr. me Yes Ath Bh 
and § 
6 30 Passenger | D. 11 Fit for 
and 12 duty 
7 23 ” L. Sand ” ” 
ala of 
sacrum 
and 4 


Time Time 
after after 
Accident |- Accident Remarks 


(Months) Category (Years) 


7 Physiological transection of cord. Died 

6 AIB 6 Ambulant after fourteen days 

9 AIB 2} Plaster retained for six months 

7 AIB 4 No paralysis. Some muscular wasting and 
** sciatica 

5 Ath, Bh 2 Ambulant after four days. Started limited flying 
after twelve months 

6 a -- Slight muscular weakness noted in early stages (non- 
pilot) 

4 _ -- Fracture of body of L. 5 and ala of sacrum. Plaster 


worn for six weeks 


Resulted in gross deformity 


Summary of Flying Aecidents.—Fractures of bodies of 
vertebrae, 9 (AIB, 4; Alh Bh, 1 : fit for duty, 2; died, 1; 
invalided, 1). There were no other vertebral injuries. 


Non-fiying Accidents (Pilots) 


Details of the non-flying accidents occurring to pilots 
are given in Table II; these are followed by a summary 
of the cases. 


processes of C. 7 and D. 1, with irreparable injury to the 
brachial plexus. He subsequently had to undergo ampu- 
tation of the flail limb and was invalided from the 
Service. A third had a dislocated C. 5 as the result of a 
motor accident, with complete paralysis of the lower 
limbs. The dislocation was reduced by a pull of 60 Ib. 
on the head two days after the injury ; but there was no 
evidence of recovery six months later, and he was 
invalided. The fourth fractured the lamina of C. 3 as 


TABLE H.—Non-fiying Actidents (Pilots) 


Case} Type of ment by | on Dis- after after . 
No. 8€ | Accident Init Hyper- | charge Accident!q, Accident Remarks 
njury extension} from (Years) 
Hospital 
1 24 Hunting C3 Dislocation No Yes Ash Bh 14 A!IB 2 Hyperextension, etc., failed to reduce. Spinal 
AIB 17 fusion performed. A1B seven months later 
2 20 Car L. tand | Comp. fr. % o A4h Bh 6 AIB 2 
2 AIB 20 
3 31 Fall from D.8 AIB 7 
window 

4 23 Car AIB 3 Anterior portion of body of L. 2 fractured. Re- 
cumbent for two months : 

5 27 Fell 13 ft. | L.2 om 3 i AIB i4 — — Reduction incomplete. Ambulant with support 
two months after accident 

6 Kick at L.2and | Trans. proc. No AIB 15 

football 3 

7 24 Car is Connp. fr. Yes ; Yes Invalided after § months Slight displacement. Hyperextension performed 
four days after accident. Improved 

8 - Fall L. 1, 2, | Trans. proc. No No AIB 1 = aoe 

and 3 
9 — | Cycle fall ” Disposal uncertain. Thirty-six days in hospital 


Summary of Non-flying Accidents (Pilots)—Body of 
vertebra, 5 (AIB, 4; invalided, 1). Dislocation, 1 (A1B, 
1). Other injuries to vertebrae, 3 (AIB, 2 ; uncertain, 1). 


Non-flying Accidents (Non-pilots) 


It is not proposed to go in any great detail into the 
injuries arising out of the pursuit of a non-flying occupa- 
tion affecting the personnel of the Service who are not 
categorized as to their fitness for flying duties, as these 
show no points of interest which differ from such cases 
occurring in civil life. 

Summary of Non-flying Accidents (Non-Pilots)— 
Compression fractures, 13 (fit for duty, 4; light duty, 5; 
sick leave, 2; invalided, 1; untraced, 1). Fractures of 
transverse processes, 16 (fit for duty, 15; invalided, 1). 
Other injuries, 10 (fit for duty, 8; invalided, 2). 

Of the patients who were ultimately invalided from the 
Service, one with a compression fracture of L. 1 subse- 
quently developed nephritis, for which he was invalided. 
Another fell heavily: on the back of his head and neck as 
the result of a motor accident, fracturing the transverse 


the result of vaulting. He was placed in a plaster in full 
extension, but six weeks afterwards he had an epilepti- 
form convulsion, when radiological examination revealed 
a forward subluxation of the vertebrae. The plaster was 
renewed, but he later became excited, and after a period 
of mental observation was irivalided from the Service 
nine months from the time of his accident. It is doubtful 
how much of his symptomatology was due to the 
mechanical injury of the vertebrae, as no paralysis was 
noted. 
Method of Treatment 


It is possible only to generalize on the subject of treat- 
ment, as these cases have arisen throughout the Service 
and have been treated in various stages by our colleagues, 
while some received their initial treatment at the different 
civilian hospitals to which they were admitted following 
their accidents. We have attended some of these cases, 
and one of us (P. A. H.) has had the opportunity of 
examining most of them and of taking charge of many. 
Full primary radiological investigation of all cases with 
the Jeast suspicion of spinal injury after an accident is 


| 
B 
ti 
| 
| | | | | | | | } 
an 
ha 
no 
i loc 
Su 
Sel 
cel 
de: 


Fes. 3, 1940 


INJURY TO THE VERTEBRAE IN THE R.A.F. 


“THE BRITISH 
MEDICAL JOURNAL 161 


essential, as vertebral injuries are at times discovered only 
by following this practice. 

As a general rule the teachings of Watson Jones and 
Bobhler have been applied in principle—that is, early reduc- 
tion by hyperextension and fixation in plaster-of-Paris. 
We ourselves practise early ambulation when possible, 


Fic. 1.—Bilateral dislocation of articular processes of fourth 
and fifth cervical vertebrae. Radiograph taken on admission. 


Reduction in a Case of Bilateral Cervical Dislocation 


A sergeant instructor in physical training, aged 32, was 
demonstrating a somersault when he slipped and fell on the 
back of his head. He was found to have sustained a bilateral 
dislocation of the articular processes between C. 4 and 5 
(Fig. 1). 


He had an immediate partial motor paralysis of the 


Fic. 2.—Same case after unsuccessful attempts at reduction, 
Displacement persists. 


Fic. 3.—The case after reduction. 


and it would appear that our colleagues in the Air Force 
have a similar outlook. Open operative procedure has 
not been recorded except in the one case of cervical dis- 
location quoted above, when delayed spinal fusion was 
successful. Laminectomy has not been performed in the 
series examined. One case of bilateral dislocation of a 
cervical vertebra which proved most resistant to reduction 
deserves a detailed description. 


Fic. 4.—Radiograph taken eighteen months after reduction. 


upper and lower limbs, which was followed within two days 
by complete motor and sensory paralysis below the level of 
C. 5. Traction was attempted, followed by a weight exten- 
sion of 16 Ib. for six days. This failed to effect reduction 
or clinical improvement (Fig. 2). With general anaesthesia 
(gas-and-oxygen) mechanical traction was applied by means of 
a double loop of wool skein placed under the chin and occiput, 
connected to a system of pulleys with the incorporation of a 
dynamometer. Countertraction was obtained by the shoulder 


4 
3 
=. 
a 
| 
i 
| 
£ 


INJURY TO THE VERTEBRAE IN THE R.A.F. THE Brivis 


MEDICAL JOURNAL 


162 Fes. 3, 1940 


pieces on the operating table and straps passed around the 
body, both the table and the pulleys being attached to fixed 
points in the structure of the operating theatre. During the 
application of stress observation was continued by means of 
a Victor portable x-ray set combined with the use of a 
daylight fluoroscope by an assistant. 

Full distraction was not obtained until the dynamometer, 
which was accurate, registered a pull of 160 Ib., when the 
articular facets separated. The antero-posterior displacement 
was then corrected by a strong forward pull applied through 
a loop of unyielding calico bandage passed behind the lowest 
part of the neck, together with a forcible backward thrust 
applied to the transverse processes of the vertebrae above the 
injury. As soon as the displacement appeared to be corrected, 
as judged by the fluoroscope, the traction was released and the 
vertebrae adopted a correct position (Fig. 3). Plaster-of-Paris 
was applied immediately in order to maintain hyperextension. 
Later lumbar puncture was performed, and Queckenstedt's test 
gave a satisfactory response to compression of the jugular 
veins and to respiration. 

The subsequent history showed recovery of minute move- 
ments of the toes in three months, followed very slowly by a 
steady return of power and sensation until, eighteen months 
after his accident, full function was restored. He returned 
to duty, and two years later he continues to be fit. The latest 
radiograph, taken six months ago, shows only slight anterior 
displacement with a little absorption of the lip of the body of 
the lower vertebra (Fig. 4). 


Commentary 


Current literature reveals wide acceptance of the prin- 
ciples of treatment of crush fracture of the body of a 
vertebra by early reduction by means of hyperextension 
and adequate fixation. Usually this reduction is effected 
by the technique of either Watson Jones or Davis (Watson 
Jones, 1931: Davis, 1929). Williamson (1938) considers 
that concomitant fracture of a neighbouring articular 
process may render these methods dangerous, and he 
prefers a slower reduction on a hyperextension frame in 
these cases. Watson Jones (1934) does not appear to 
consider that this danger exists. On the other hand, 
damage may be done to the cord by attempting hyper- 
extension of the spine when a dislocation and displacement 
of the articular processes accompanies a fracture of the 
body. Here a displaced and locked articular process may 
act as fulcrum for gross hyperextension and undue traction 
upon the cord. In these cases reduction of the dislocation, 
usually by open operation, must precede hyperextension. 
Excision of the articular process may be necessary 
(Watson Jones, 1938 ; Rogers, 1938). 

The complication of paralysis is no contraindication to 
hyperextension, but is rather a strong indication for early 
reduction. It is held that much of the initial paralysis is 
due to spinal concussion and is therefore transient, 
although recovery may be delayed. Pressure on the cord 
caused by malposition of the vertebrae may result in 
permanent damage through local anaemia. At first it is 
almost impossible to differentiate between such a para- 
lysis and that due to mechanical crushing of the cord, 
which is irreparable. Hauser (1935) reports three cases 
of spastic paralysis which were improved by hyperexten- 
sion even after the lapse of time. One case was four 
months, another three years, and the third six years 
after the injury had been received. In the latter two cases 
a fusion operation was performed after the improvement 
which followed reduction. 

Effective immobilization in a plaster jacket is usual. 
The patient must become accustomed to the jacket rather 
than have its function destroyed by ill-advised, albeit 
sympathetic, removal of little bits here and there until 
the essential extent of the plaster is lost. Early ambula- 


tion, subject to the perfect efficiency of the plaster, is an 
excellent practice where possible. Not only is the tone 
of the spinal musculature improved, but the patient does 
not develop the rapidly acquired impression that he is 
and will remain a cripple. The plaster must be retained 
until consolidation is complete—three months for slight 
cases to six months or more for the more severe. 


Laminectomy has practically disappeared the 
treatment of these cases, although some authors describe 
various and at times complicated indications for its 
performance. The impression given by present literature 
is that it is seldom necessary, and “it is not likely that 
any improvement in the patient’s condition will result” 
(Wakeley, 1936). 

The mechanism of these injuries has been adequately 
explained in, for example, a paper by Lambrinudi (1936), 
We find it difficult to agree that fractures of transverse 
processes are essentially traction fractures. While we 
agree that these may occur possibly, as Koudienko (1936) 
suggests, by sudden muscular action in a fully rotated 
spine, we find that of sixteen cases of this injury in the 
series examined in this paper eleven gave a history of 
a definite blow over the affected site. The other five hac 
indefinite histories which might have indicated either 
direct or indirect trauma. 


Methods of reduction of dislocations of the cervical 
vertebrae are a trifle diverse. Skeletal traction is advo- 
cated by Crutchfield (1936), Hoen (1936), and Barton 
(1938). The advantages and disadvantages in the applica- 
tion of skeletal traction to the skull are fairly obvious. 
Jefferson (1933) advocated postural traction, with fixation 
of the head in extension by means of a sling under the 
chin. We would refer to the method of controlled and 
observed powerful traction practised by one of us (P. A. H.) 
and described earlier in this paper, with the comment that 
such a method gives the operator an assurance which he 
would not otherwise enjoy when dealing with such a vital 
area. 


Summary 


Fifty-seven cases of injury to the vertebral column have 
been reviewed, of which nine were the result of flying 
accidents and sixteen affected flying personnel. 


The majority of the flying personnel affected returned to full 
flying duties. 

A method of controlled traction under visual observation is 
described for the reduction of a cervical dislocation. 


A few comments are made upon current literature. 


We wish to acknowledge and stress the fact, to which we 
have previously referred, that many of our colleagues have 
treated a proportion of these cases, while others have been 
transferred from civil hospitals. References to the current 
literature have been provided and papers for study lent 
by the librarian of the Royal Society of Medicine, to whom 
we would express our gratitude. 
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Impaired Memory after Convulsions.—Nine out of sixteen 
patients (mostly schizophrenics) who recovered or improved 
after treatment by induced convulsions complained of impaired 
memory; and in eight there was impairment of intellect. 
Caution is advised in using this treatment in those whose work 
depends on memory and intellect——Disturbance of Memory 
after Convulsion Treatment. G. Tooth and J. M. Blackburn.— 
Lancet, July 1, 1939, 2, 17. 


CONVULSIONS OCCURRING UNDER 
VINESTHENE ANAESTHESIA 


BY 


C. J. MASSEY DAWKINS, M.A., M.D., D.A. 
Honorary Anaesthetist, University College Hospital 


Convulsions occurring under vinesthene anaesthesia have 
not, so far, been recorded in this country, although, 
according to a personal communication from Professor 
Rovensiine of New York University, they have been 
observed in America. During the last two years I have 
given vinesthene on 2,406 occasions, and there have been 
nine cases of convulsions, none of them fatal. These 
cases may be divided into two groups: 196 in-patient 
Operations with four convulsions and 2,210 dental out- 
patient extractions with five convulsions—incidences of 
1 in 49 and 1 in 442 respectively. The nature of the 
convulsions in the in-patient group was, however, quite 
different from that of the out-patient group. 


Convulsions in the In-patient Group 


The convulsions which occurred in the in-patients came 
on towards the close of the operation, and were very 
similar to those met with under deep ether anaesthesia, 
with the exception that each case had an evipan induction. 
A search of the literature of ether convulsions has not 
revealed a single case coming, after premedication with a 
barbiturate drug. The intravenous injection of a barbit- 
urate will immediately abort a case of ether convulsions, 
so an entirely different factor must be present in vinesthene 
convulsions, as these come on after a barbiturate has been 
given. Detailed case records follow. 


Case 1.—Acute appendicitis in a nurse aged 22. Evipan 
induction was followed by nitrous oxide—-oxygen—vinesthene 
with carbon dioxide absorption, using Connells machine. 
The anaesthesia was normal until sewing up of the peritoneum, 
then respiration became irregular and convulsions started in 
the throat muscles, rapidly spreading all over the body and 
becoming most violent in character. Respiration ceased for 
two minutes and the pulse failed for a few seconds. Respira- 
tion then restarted with inspiratory stridor and gradually 
returned to normal, the convulsions gradually ceasing. Treat- 
ment consisted in stopping the anaesthetic and raising the 
head. The rectal temperature was 99° and the theatre tem- 
perature 75°. Recovery was uneventful. There was no 
previous history of fits. The soda lime was tested and found 
not to have lost its absorptive power: it was thought that 
the condition might have been due to excess carbon dioxide. 


Case 2.—Resection of colon in a man aged 72. The anaes- 
thetic sequence was the same as in the first case. Convulsions 
started while the peritoneum was being sewn up. There was 
slight cyanosis but no respiratory arrest; the head was raised 
without effect, but convulsions ceased after five minutes, only 
to recur later when anaesthesia became too light. The rectal 
temperature was 99° and the theatre temperature 74°, and a 
thunderstorm was in progress. Recovery was uneventful. 
There was no history of fits. 55 c.cm. of vinesthene was used 
before the convulsions started. 


Case 3.—A plastic operation to a kidney in a man aged 
24. Vinesthene was used as he had bronchiectasis. The 
anaesthetic sequence was as in the first case. Convulsions 
started after twenty minutes’ anaesthesia ; the head was raised 
without effect, and 2 c.cm. of evipan was then given intra- 
venously, with immediate cessation of convulsions. Later, as 
the respiration was shallow, 3 c.cm. of coramine was given. 
The rectal temperature was 99.6° and the theatre temperature 
78°; the weather was dull and oppressive. Recovery was 
uneventful, 
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Case 4.—Gastrectomy in a woman aged 60. The anaesthetic 
sequence was as in the first case. Convulsions developed after 
thirty-five minutes, and there was pronounced cyanosis. 
2 c.cm. of evipan was given intravenously, and convulsions 
ceased. The rectal temperature was 100.2° and the theatre 
temperature 74. The patient died from a_ pulmonary 
embolism ten days after the operation. At the post-mortem 
examination special attention was paid to possible abnor- 
malities due to the vinesthene, but nothing was found. 
Sections of the liver examined microscopically showed no 
degeneration. 


It will be noted that anaesthesia was deep in each case, 
that sepsis was present in two cases, and that the carbon 
dioxide absorption technique was used. No cases of con- 
vulsions occurred in the in-patient series where carbon 
dioxide absorption was not employed; but, on the other 
hand, the cases which received closed-circuit anaesthesia 
were those which required deep anaesthesia, and for 
motives of economy the closed circuit was chosen. Taking 
all things into consideration the convulsions occurring 
in this group appear to be similar to those met with under 
ether anaesthesia. 


The Dental Out-patient Group 


The second group consisted of 2,210 dental extractions 
in children between the ages of 3 and 9. Anaesthesia 
was produced by means of a Goldman inhaler, using 
3 c.cm. of vinesthene for each case. The nature of the 
convulsions was quite different from that of the first 
group. There were five cases of convulsions, and each 
one came on after the anaesthetic was concluded. Anaes- 
thesia was normal in each case, and the child was then 
removed to the recovery room, where it recovered con- 
sciousness sufficiently to start spitting out. Twitching of 
the facial muscles then began, and soon all the muscles of 
the body were involved. The child would then become 
unconscious and cyanosed, and would cease breathing. 
At this stage death appeared imminent. Artificial respira- 
tion was employed and preparations were made to give 
evipan; but in each case respiration restarted betore 
evipan was given, and the convulsions gradually ceased. 
The colour returned to normal and the child would then 
sleep for about an hour. If awakened before this it would 
get up and run about the room, banging its head on the 
walls and appearing completely incoordinated. On the 
employment of restraint the child would go to sleep 
once more and waken some time later apparently quite 
normal. Those who were allowed to sleep following 
the cessation of convulsions awoke normally in about 
an hour. 

This “syndrome” has now been accepted by the 
nursing staff as a normal complication of vinesthene 
anaesthesia and no undue alarm is felt. A return to the 
use of ethyl chloride as a dental anaesthetic was contem- 
plated, but the nursing staff was emphatic in its preference 
for vinesthene, despite convulsions, to the far greater 
dangers of ethyl chloride. Careful inquiry into the 
history of the children revealed no abnormality ; each 
child was seen a week after the anaesthetic and appeared 
to have suffered no ill effects. Rectal temperatures taken 
at the time were normal and no patient was incontinent. 
Fresh vinesthene was used direct from a sealed ampoule. 
Fortunately for the sake of comparison, one epileptic 
child developed convulsions ; but these were quite typical, 
and came on during the anaesthetic, not afterwards. 
Recovery was uneventful, and the mother admitted that 
she had forgotten to give him his bromide during the 
previous week. This case was not included in the above 
series. ‘ 


Commentary 


The cause of these convulsions which come on after 
anaesthesia appears quite obscure. It is well known that 
vinesthene deteriorates rapidly at any temperature, with 
the formation of aldehydes in considerable quantity, 
These aldehydes, on the addition of an acid or any 
hydrogen ion, will polarize and form resins which are 
definitely toxic to laboratory animals, causing convulsions, 
On the other hand, the mental symptoms would appear to 
indicate some form of cerebral damage, fortunately not 
of a permanent nature. So far as I am aware no death 
under vinesthene anaesthesia has yet been recorded, 
although in experimental animals an overdose has resulted 
in death from a condition resembling acute yellow atrophy. 
It is therefore recommended that anaesthesia with vin- 
esthene should not exceed an hour in duration. I have, 
however, given it for three and a half hours without the 
occurrence of any untoward symptoms. Until a fatality 
occurs, which I hope may never take place, it is unlikely 
that the pathology of vinesthene convulsions will be 
determined. 


I am indebted to Professor Macintosh of the Department of 
Anaesthesia, Oxford University, for his kindly help in the 
compilation of this paper. 


TUBERCULOUS LARYNGITIS 


AN ANALYSIS OF 428 CASES 
BY 
R. SCOTT STEVENSON, M.D., F.R.C.S.Ed. 


Consulting Laryngologist, London County Council Tubercu- 
losis Hospitals and Sanatoria 


AND 


F. R. G. HEAF, B.A., M.D. 


Principal Assistant Medical Officer, London County Council ; 
late Medical Superintendent, Colindale Hospital 


Opinion generally in the medical profession regarding 
tuberculous laryngitis may be said in recent years to 
have veered round from a pronounced pessimism to an 
unjustified optimism. It is now a far cry from Morell 
Mackenzie's (1880) oft-quoted “ The prognosis of laryn- 
geal tuberculosis is always extremely unfavourable and it 
is not certain that any cases ever recover,” and Blumen- 
feld’s (1908) “ The cure of tuberculosis of the larynx is 
sull to-day an exception,” to the too prevalent opinion, 
voiced in several recent textbooks of oto-laryngology and 
of medicine, that tuberculous laryngitis—the most com- 
mon, and with the exception of tuberculous meningitis 
the most serious, complication of pulmonary tuberculosis 
—is a comparatively benign condition requiring no atten- 
tion beyond the treatment of the pulmonary disease. 
One reason for this prevalent misconception is that, as 
the care of tuberculosis is a statutory obligation of the 
local authority, tuberculous laryngitis is nowadays rarely 
seen in the clinics of the ear, nose, and throat depart- 
ments of the large teaching hospitals or even in the 
special ear, nose, and throat hospitals: a surprising 
number of the postgraduates who have visited our throat 
clinic at Colindale Hospital have said that they had 
never seen or been shown a case of tuberculous laryn- 
gitis before. Another reason is that even to-day extraor- 
dinarily few patients with suspected or actual pulmonary 
tuberculosis have the larynx examined before they have 
been admitted to a special chest hospital or sanatorium: 
on questioning 400 consecutive tuberculous patients we 
found that only thirty-two (8 per cent.) had had a 
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laryngeal examination before admission. In its early 
stages tuberculous laryngitis may be symptomless, but, 
like all tuberculous conditions, it is then curable. More- 
over, its onset is a sure indication of a decreasing resist- 
ance to the infection, and the discovery of an early 
laryngeal lesion sometimes enables the necessary precau- 
tions to be taken to prevent the impending relapse that 
it heralds. 

In view of these facts it seemed to us that a useful 
purpose would be fulfilled if a detailed examination and 
analysis were made of the case notes over five recent 
years of the patients admitted to Colindale Hospital (men, 
350 beds) and St. George’s Home, Chelsea (women, 50 
beds), which is in the charge of the medical superintendent 
of Colindale ; at both hospitals patients at every stage of 
pulmonary disease are admitted—early, moderately ad- 
vanced, and advanced. The larynx of every patient at 
these hospitals is examined at the time of admission and 
again at regular intervals while under treatment. From 
the case notes statistical tables have been prepared, and 
the evidence of these tables is presented as giving an 
unbiased picture of tuberculous laryngitis to-day, espe- 
cially regarding prognosis and treatment. In all, 2,831 
patients suffering from pulmonary tuberculosis were 
examined, comprising 2,130 males and 701 females; the 
cases of tuberculous laryngitis found among these patients 
were 288 in males and 140 in females, a total of 428. 


Incidence of Tuberculous Laryngitis 


TaBLe I 
Males Females Total 
Number of cases of ean tuberculosis 
examined .. 2,130 701 2,831 
Number of cases of laryngitis found we 288 140 428 
Percentage .. 13.5 20 15.08 


_ Sir StClair Thomson’s figures in 1911 were 25 per cent. 
cases of laryngitis, and in 1924 18.77 per cent. Our figure 
of 15.08 per cent. shows a further decrease. Although 
the number of cases among women is notably high we feel 
that the decrease of tuberculous laryngitis has been 
greater in women than in men, for it must be remem- 
bered that the incidence of pulmonary tuberculosis has 
not fallen so rapidly in young females as it has in males. 

With regard to the number of those dying of pulmonary 
tuberculosis and found to show tuberculous infiltration of 
the larynx the literature gives a wide variation: Percy 
Kidd (1909) found 50 per cent., Fetterolf (1914) 83 per cent. 
In the series of 133 cases of one of us (Heaf, 1924) eighty- 
one cases (60.8 per cent.) were found; of those eighty- 
one, fifty-six showed tracheitis in various stages, from 
oedema of the mucous membrane to definite ulceration. 

In the following tables the Turban-Gerhardt classifica- 
tion has been used for the pulmonary lesion. 


Relation of Laryngitis to the Stage of the 
Pulmonary Lesion 


TaBLe II 
Cases Examined Cases with 
Males | Females! Total Males Females | Total 
10 | 122 | 3(2.7% ~ 3 (2.4%) 
54 14 68 2 (3.7%) 2(2.9%) 
Bi: << 1,225 471 1,696 103 (8.4%) 50 (10.3 %) ; 153 (9.0%) 
Biii .. 739 206 945 180 (24.3%) | 90(44.7%) | 270(28.2%) 
Total | 2130 | 701 | 2,831 | 288(13.5%) | 140(20%) | 428 (15.08%) 


As would be expected the percentage rises rapidly as 
the more advanced stages of pulmonary disease are 
reached, particularly in women. 


Relation of the Laryngeal Lesion to Age and the 
Pulmonary Condition 


TABLE III 
Pul- | 15-20 | 21-30 | 31-40 | 41-50 | SI-60 | 60+ Total 
monary 
Stage |M.| F. | M.| F.|M.{ F.1M.| |M.| | M.| 
Bi .. | 9| 4] 32} 28] 30] 13} 22] 4] 6] -| 4] 1 4103 | 50 
Biii .. | 16 | 14 | 44] 38 | 48 | 26146] 8 | 24! 4] © 90 


These figures show the greater frequency of laryngitis 
in men than women past middle age, and also the high 
percentage of cases occurring in young adult females. 
This latter feature helps to confirm the opinion that the 
young adult female tends to have little resistance to the 
disease and is generally seriously affected when found to 
be suffering from pulmonary tuberculosis. 


Length of Time Pulmonary Symptoms were Present 
before the Larynx became Involved 


TABLE IV (311 Cases. Percentages are expressed in relation 
to the total number of males and females) 


| | 
| -Lyr.| lyr. | 2 yrs. | 3 yrs. | 4 yrs. | s yrs. | 6 yrs. | Total 
Males 
(5.92 ) (49% ) 112.2%) 
Females. . 5 4 | os 3 57 
(8.6% | (8.67% 8.6%) | | 4.9%) 


This shows that the majority of cases of laryngitis 
occur in the second and third years after the pulmonary 
symptoms have begun. There is also a group of cases 
occurring in the sixth and over sixth years, presumably 
a relapse of an old arrested lesion. 

The number of cases in which the laryngeal symptoms 
occurred before the pulmonary symptoms is notable. 
These cases were analysed according to age as follows, 
showing that nearly all occurred during middle age. 


Cases in which Laryngeal Symptoms were the First 
Manifestation of Tuberculosis 


TABLE V 
Age | 15-20 21-30 | 31-40 | 41-50 51-69 | 60-+- Total 


Classification of Types of Lesion 


The various lesions were divided into groups according 
to the area of the larynx involved and then subdivided 
according to the presence or absence of ulceration. The 
intrinsic group consisted of cases in which the vocal cords 
and interarytenoid fold were involved. The extrinsic 
group consisted of cases in which the epiglottis, 
arytenoid, and ventricular fold were affected. Two further 
groups were made of the solitary lesions and the lupoid 
infiltrations, and another smali group of those cases in 
which the soft palate was involved. 

The intrinsic and extrinsic groups were subdivided into 
a non-ulcerative and an ulcerative class, and those cases 
in which there was thickening only of the interarytenoid 
fold were also separated. The cases falling into each 
subgroup were again divided into age groups and the 
following table drawn up. 
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Relation of Type of Lesion to Age of Patients 
TaBLe VI (428 Cases) 


Type of Lesion | Sex las. 20 21- 30) 31 ola sol 51-60) 60 | Total 


| 
(Thickening of  inter- M. 3 5 | | | 
arytenoid fold F. | i 10 | | | 
Infiltration of cords | M. 12 48 | 112 
= | fold. Non-ulcerative || F. 8 (39 7] 1 - | 
Infiltration of cordsy| M.| 7 | 12 | | 2] - | 44 
tenoid, ventticular | M. = 6 7 3 
tenoid, ventricular {) M. 4 | 15 23 2 a 72 = 
Ulcerative (| F- | 4 17 
fold, and epiglottis. | | 0 
Plus soft palate 7 | 
{ M. ~ - 2 2 - - 4 
1 - - ~ 1 
. M.| 22 | 58 | 38 | 34 | 16 | 2 {170 
Total Intrinsic - 
F. 10 59 31 10 1 - 
M. 21 31 29 12 | 100 
Total Extrinsic .. | | — 
r 1 16 7 1 - 1 26 


*Cord. f Ventricular fold. Epiglottis. 


Table VI shows the greater prevalence of the more 
severe eXtrinsic type in males and the tendency with 
which this type appears to develop in middle age. The 
high figures for young adults under 30 are important, as 
they reflect the advanced stage of the pulmonary disease 
frequently found at that age and the poor resistance that 
so many of those patients have towards the infection. 

It was thought that the “ productive” or fibrotic type 
of pulmonary lesion would not be associated with laryn- 
gitis so often as the exudative type. Although this was 
found to be true, the difference was not so great as 
expected. 


Type of Pulmonary Lesion associated with Laryngitis 
TABLE VII (387 Cases) 


pulmonary lesion was slight. One would also expect 
laryngitis in the chronic fibroid type, which has developed 
because of the patient’s general resistance to the disease, 
to have a better prognosis than in the caseous or miliary 
type, in which resistance is poor. It is interesting to 
note, as shown in Table VIII, that 12.8 per cent. of the 
stage Bili cases showed much improvement and 1.2 per 
cent. actually recovered completely. Tables IX and X 
show that there is less chance of recovery for the patient 
over the age of 40 than for the patient between 20 and 
30, though the reason for this is difficult to explain. 


VIII.—Result of Treatment in Relation to Pulmonary 
Condition (Males, 288 Cases) 


A Bi Bii Biii 
No. No No. No. 
Healed .. ee 2 66.6 - 12 8.2 2 1:2 
Much improved .. 1 33.3 1 50.0 | 23 229 i 23 12.8 
Improved... - 1 50.0 | 45 44.8 48 26.6 
Stationary. . - 14 13.8 | 40 22.6 
Worse - 1] 10.3 | 65 36.7 


TaBLeE 1X.—Result of Treatment in Relation to Age (Males, 
288 Cases) 


Pulmonary Lesion 

Exudative Productive 
Intrinsic 92 (23.8%) 69 (17.6%) 
Extrinsic 136 (35.6%) 78 (20.0%) 

Lupoid .. 0 41.0%) 

Solitary 2 (0.5%) 6 (1.5%) 
Total 230 (59.9%) 157 (40.0%) 

Prognosis 


The prognosis of any case depends on the extent and 
nature of the pulmonary condition and also on _ the 
A patient with advanced Jung disease will 
not have such a good chance of recovery as one whose 


patient's age. 


15-20 | 21-30 | 31-40 | 41-50 | 51-60 | 60+ | Total 
Healed 3 8 3 - - 16 
Much improved .. 2 18 14 6 a 1 48 
Improved .. a 13 15 31 24 10 1 94 
Stationary .. ae 5 19 12 13 4 1 54 
Worse on ts 2 17 22 23 3 76 
Total 3 25 77 82 68 30 6 | 288 


TABLE X (Males).—Results expressed as Percentages of All 
Cases in Each Age Group 


15-20 | 21-30 | 31-40 | 41-S0 | 51-60 | 60+ | Total 
Healed 12% |10.4% | 3.6% | 2.9% 5.5% 
8% | 23.4% | 17.2% | 8.8% | 23.3% | 16.6% | 16.738 


Much improved 


Improved 52% {19.5% | 37.8% | 35.3% | 33.3% | 16.6% | 32.8% 
Stationary .. 20% | 24.7% | 14.6% | 19.2% | 13.6% | 16.6% | 18.8% 
Worse 8% | 22.0% | 26.8% | 33.8% |29.8% | S0% | 26.8% 


Occupation and Tuberculous Laryngitis 


We are not able to make any definite observation on 
the frequency with which laryngitis occurs in any par- 
ticular trade or profession, as it is not easy to obtain 
sufficient controls, but in the 288 male cases under obser- 
vation there were thirty-seven labourers, nineteen clerks, 
nineteen factory workers, seventeen engineers, fourteen 
salesmen, twelve waiters, eleven carpenters, eleven metal 
workers, eleven carmen, and ten taxi-drivers. Among the 
140 female cases there were eighty-five housewives, twenty- 
five factory workers, sixteen clerks, sixteen dressmakers, 
and ten domestic servants. 


Symptoms 


The symptoms of tuberculous laryngitis have been 
described so many times elsewhere that it is not proposed 
to enumerate them again here, but we should like to draw 
attention to certain phenomena which were found in our 
series and which may be of importance. 


Intrinsic 


Extrinsic 
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Aphonia.—Complete or almost complete aphonia 
occurred as the initial symptom in twenty-three men 
(5.36 per cent. of total cases) and ten women (2.33 per 
cent.), making a total of thirty-three cases (7.7 per cent. of 
all cases). It would therefore appear from this that all 
patients with pulmonary tuberculosis who complain of 
loss of voice, whether transient or persistent, should be 
seen by a laryngologist. 

Dryness of the Throat—Dryness of the throat in the 
morning was the most common early symptom and 
often continued throughout the course of the disease. 
It seemed to be mainly due to sputum adhering to the 
larynx. 

Lesion found by Routine Examination.—In ten cases 
(2.33 per cent.) there were no initial symptoms, and the 
lesion was discoveréd by routine examination. In such 
cases the lesion was in an early stage and responded well 
to treatment. 

Dysphagia.—This symptom was carefully observed. It 
was found to be more common in males than in females, 
and was present in nearly all cases where there was either 
ulceration or infiltration of the arytenoid joint. The 
intrinsic cases were fairly free from the symptom, but the 
majority of the cases of the extrinsic type complained of it. 
This is brought out very clearly in Table XI. 


Relation of Dysphagia to the Site of the Lesion 
TABLE XI (428 Cases) 


Males (288) 
Area Involved Ne 


Females (140) 


No 


Dysphagia | Dysphagia | Dysphagia Dysphagia 
No: | | INo:| % Nest % 
lickening of  inter- 
f arytenoid fold } 14 | 100 1 | 3.7 26 | 96.3 

» | Infiltration of cords 
7 and interarytenoid 13 | 10.8 99 | 89.2 $7.25 64 | 92.75 
4 fold. Non-ulcerative ) 
= | Infiltration of cords 
and interarytenoid 18 | 35.5 26 | 64.5 6 40 9} 60 
fold. Ulcerative 4 
of ary-) 
tenoid, — ventricular 
| 13/645] 91355] 2/223] 7177.7 
Non-ulcerative 
tenoid, ventricular | 
fold, and epigiottis. 57 |81-5 | 15/185] 15/885} 2/115 
* Ulcerative J 
of 
tenoid, ventricular 
fold, and epiglottis. 6} 100; -| 0 
Pius soft palate 
Lupoid 4 1 - 
Epiglottis only 2 1 - 
TotallIntrinsic .. 31 | 18.2 | 139 | 81.8 12.4 92 99 | 91.8 
Total Extrinsic .. ae 76 | 76.0 24 | 24.0 17 | 65.5 9 | 34.5 
Grand Totals... |: 109 | 38.0 | 179 |62.0 | 32 {22.8 | 108 | 77.2 
Treatment 


The opinion that treatment in cases of tuberculous 
laryngitis is merely palliative and on the whole rather 
useless is still very prevalent. We agree that there are 
many cases which do not improve with any known treat- 
ment, but, on the other hand, the distressing symptom of 
dysphagia rarely occurs in tuberculous patients when 
adequate attention to the larynx is given. We have used 
the following local treatments either singly or in conjunc- 
tion with each other: 


Silence 

Painting the larynx with lactic acid, 50 per cent. and 
100 per cent.; argyrol, 12.5 per cent. and 25 per cent.; 
guaiacol, 12.5 per cent.; chaulmoogra oil, 50 per cent. 
= ser oil; tannic acid and anaesthesin; trichloracetic 
aci 

Galvanocautery 

Diathermy 

Injection of superior laryngeal nerve 

Local application of ultra-violet light 


In addition all cases had routine sanatorium treatment 
and some had special treatment (for example, artificial 
pneumothorax, sanocrysin, thoracoplasty) for the pul- 
monary condition. In the following tables we have in- 
cluded only cases in which the result appeared to be due 
definitely to the particular form of treatment prescribed. 
Many cases have been excluded because the result was 
indefinite and could not be assigned to any one cause. 
In some cases the temperament of the patient made classi- 
fication impossible ; in others the improvement could not 
be attributed to the local treatment of the larynx, and 
therefore all these cases were omitted. 


TaBLe XII.—Results of Treatment: Results shown could be 
Attributed Definitely to the Method Indicated 


Treatment Healed I | Improved |Stationary | Worse 
Silence alone oe 12 8 24 8 6 
Applications : 

Lactic acid x - 6 9 3 4 
Argyrol .. 6 3 2 
Chaulmoogra_ oil 2 11 15 6 6 
Guaiacol.. 1 1 1 
Trichloracetic acid 1 1 
Galvanocautery .. 2 oe 23 10 
General : 
Artificial pneumo- 
thorax .. 2 12 4 2 
Sanocrysin 4 7 1 - 
Cadmium salts .. - ~ 3 - - 
Thoracoplasty .. y - - 


No patient who developed laryngitis while under routine 
sanatorium treatment responded to any form of treat- 
ment. In our series there were fifteen patients who 
developed tuberculous laryngitis after admission, and all 
became worse in spite of careful attention. 

Relief of Dysphagia.—The relief of dysphagia is usually 
effected by insufflations of anaesthesin and orthoform, but 
where this has failed the galvanocautery is used. In 
cases where the arytenoids chiefly are involved and the 
pain tends to be localized to a particular area, usually at 


the level of the crico-thyroid membrane, the superior | 


laryngeal nerve is injected with a solution of 2 grains of 
novocain in 80 per cent. alcohol. We have done this in 
seventeen cases, and obtained complete relief for one 
month or longer on twelve occasions. It is dangerous to 
perform this little operation on both sides, as it tends to 
interfere with deglutition. With the galvanocautery we 
have obtained complete relief in twenty-nine cases out of 
forty-two and partial relief in six cases. Two important 
details should be remembered when cauterizing: (a) It is 
dangerous to do this in patients who are going downhill 
rapidly—that is, patients rapidly losing weight—or when 
the blood picture shows a high sedimentation rate or 
a high polymorph count and a low lymphocyte count. 
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(b) To obtain the best relief of dysphagia it is advantageous 
to find the painful spot by touching various parts of the 
larynx with a pointed probe. There are usually one or 
two tender spots, and the cautery should be applied 
directly on these areas. For relief of dysphagia the area 
is punctured with a red-hot cautery, but when the cautery 
is used to promote healing we prefer a dull red heat, and 
use the cautery by gently stroking it over the surface of 
the lesion. 


Chaulmoogra Oil.—Of all the various applications to 
the larynx chaulmoogra oil has, in our hands, given the 
best results. It promotes healing and relieves dryness of 
the throat. But it is essential to use the Burmese chaul- 
moogra oil, which contains a higher percentage of 
chaulmoogric acid than the ordinary commercial Indian 
oil. No beneficial result can be obtained from the substi- 
tute products from various species of hydnocarpus. The 
oil, used half-and-half with olive oil, is applied by a swab 
or dropped from a laryngeal syringe on to the larynx twice 
weekly, and may require to be done twenty or thirty times 
before a permanent result is obtained. 


Ultra-violet Light——With regard to ultra-violet light 
treatment, we have employed a Kromayer lamp, with a 
Beaumont’s curved quartz laryngeal adapter. This is 
passed over the epiglottis (anaesthetized at first with a 
spray of 5 per cent, cocaine) so that the end of the quartz 
rod which emits the rays is well in the larynx. Exposures 
start with one minute and are graduaily increased to a 


maximum of (usually) three or (sometimes) four minutes. - 


It is most important that the end of the quartz rod is 
passed over the epiglottis, otherwise a serious burn, which 
develops into an ulcer, may result. The main effects of 
this treatment are that it (1) reduces oedema, (2) clears 
secondary infections, and (3) sometimes heals ulcers. 
Some cases require as many as forty exposures, at three- 
day intervals, before the desired result is obtained. Of 
forty patients who had a full course of treatment, four 
were greatly improved and fourteen definitely improved ; 


TaBLeE XIIE—Result of Treatment in Relation to Site of 
Lesion (Males, 288 Cases) 


Result 
Site of Lesion Much = 
Healed | Imp. Imp. Static | Worse & 
Arytenoid fold... 2 3 6 2 1 14 
Arytenoid fold and 
2 cords. Non- 
FE ulcerative Bie 9 26 49 18 10 112 
 , Arytenoid fold and 
| cords. Ulcerative 1 6 15 14 8 44 
Arytenoids, epiglot- 
tis, ventricular 
fold. Non-ulcer- 
ative - 4 7 6 a2 
2 Arytenoids, epiglot- 
= tis, ventricular 
= fold. Ulcerative ~ 5 13 8 46 72 
w 
Arytenoids, epiglot- 
tis, ventricular 
fold. Plus soft 
palate - - - 6 6 
Lupoid i 2 1 - 4 
Solitary 4 3 - - 7 
Epiglottis only = 5 - 7 
Total Intrinsic 12 35 70 34 19 170 
(7.05 %) | (20.5%) (41%) | (20%) | (11.5%) 
Total Extrinsic .. - 9 20 14 57 100 
9%) | 20% (57%) 
Grand Total 5s 16 48 94 54 76 288 


twelve, however, were no better and ten were definitely 
worse. In spite of the good results obtained in some cases 
our opinion is that it is hardly worth while to persevere 
with this method of treatment, as other methods are avail- 
able giving as good results with less trouble to all con- 
cerned. 


The following are drawings of some representative cases, 


I 
Fic. 1—Case 604 M. I (19/1/35): Silence; 20 treatments 
with chaulmoogra oil. II: Showing resultgat 5/10/36. 


Fic. 2.--Case 319 M. I (30/8/35): Silence; 42 treatments 
with ultra-violet light locally. IL: Result at 11/4/36 


Fic. 3.—Case 204 M. I (21/9/34): Silence; one galvano- 
cautery puncture in interarytenoid area. II: Result at 29/3/35. 


Fic. 4.—Case 706 F. I (14/5/35): Silence only. II: Result 
at 4/10/35. 


Conclusions 


The incidence of tuberculous laryngitis is undoubtedly 
diminishing, although it is still a common complication of 
pulmonary tuberculosis, occurring more frequently in 
the later stages of the pulmonary disease. In young adult 
females the percentage of incidence is particularly high, 
but ir. patients past middle age it is more common in men 
than in women. The majority of cases occur in the second 
and third years after the beginning of the pulmonary 
disease. The prognosis of a case of tuberculous laryngitis 
depends on the extent and nature of the pulmonary con- 
dition, as well as on the patient’s age ; cases in which the 
pulmonary lesion is slight have the best hope of recovery. 
Dysphagia is more common in extrinsic than intrinsic 
laryngeal lesions and is present in over 80 per cent. of 
ulcerative extrinsic lesions. Cauterization with the 
galvanocautery relieves the pain caused by an ulcer and 
also aids healing in a considerable proportion of cases. 
Sanatorium regime and vocal rest are still mainstays of 
treatment ; the most effective local application is chaul- 
moogra oil, but the Burmese oil must be employed. 
Local ultra-violet light is helpful in some cases, but on 
the whole those cases which improve under this treatment 
would probably improve quite as quickly and with much 
less trouble by other methods. The site of the lesion is 
important with reference to treatment; intrinsic cases 
show very much better results than extrinsic cases, and 
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particularly when they are not ulcerative. All cases of 
suspected pulmonary tuberculosis should have the larynx 
examined as part of the diagnostic procedure, and patients 
under treatment for pulmonary tuberculosis should have 
regular periodic laryngeal examinations. 


We have to thank Dr. Allen Daley, Medical Officer of 
Health, London County Council, for permission to quote 
work done at London County Council hospitals ; the Council 
accepts no responsibility for the authors’ opinions or con- 
clusions. 
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SOME OPERATIVE FACTORS OF 
SEASIDE CLIMATE 


BY 
OTTO H. KESTNER, M.D. 


Formerly Professor of Physiology, University of Hamburg 
(From the Royal Sea Bathing Hospital, Margate) 


Many thousands of delicate children are successfully 
treated each year in convalescent homes and hospitals at 
the seaside. General experience goes to prove that the 
results of treatment are as good in winter as in summer, 
despite the fact that the climatic conditions of the two 
seasons are widely different. Either the seashore, the sea 
air, or something else at the seaside has a specific action 
on the human body independent of the season, or very 
dissimilar physical and meteorological influences must 
produce an identical result upon the hurnan body. 


Investigations into Basal Metabolisms of Patients 


To decide this fundamental question I have carried out 
determinations of the metabolism (oxygen consumption) 
of patients in the 


have been made with the patient's bed in its normal situa- 
tion; only occasionally have I moved beds in order to 
give a greater or less exposure to wind. I have used the 
portable Benedict apparatus throughout. 


I knew that the influence of the sun upon human 
nretabolism was somewhat different under basal conditions 
from what it was after meals during the peak of specific 
dynamic action. Man lives under basal conditions only 
in the very short time between awaking and breakfast, 
and I needed natural conditions. I have taken the hours 
between 10 a.m. and 12.15 p.m. and 2 p.m. and 4 p.m. 


The results are given graphically below. The height of 
the columns gives the oxygen consumption in c.cm. per 
minute, reduced to 0° C. and normal barometric pressure 
in the usual manner. Those who are in the habit of 
thinking in terms of calories may get the twenty-four-hour 
metabolism by multiplying the numbers by 7.15. The 
outlined columns are the controls, taken indoors and there- 
fore uninfluenced by sun or wind; the hatched columns 
represent readings of metabolism taken in cooling winds, 
sometimes of considerable velocity; the black columns 
show the metabolism of subjects exposed to the sun’s rays. 
The controls agree with the usual prediction tables for 
basal metabolism or lie a few cubic centimetres above 
them. The metabolic rate is increased in the open air 
both in sunshine and with exposure to winds of strong 
cooling power. In each investigation I have made a 
practice of determining the skin temperatures of the un- 
covered hands, of the arms covered by the sleeves, and of 
the forehead. I give here only the average of numerous 
determinations in degrees centigrade: 


Forehead . Arm Hands 
Indoor.. 30.5 29.4 25.8 
In wind 27.6 29.0 20.6 
In sunshine .. 31.2 SEF 25.5 
In sunshine and wind as a3 30.3 31.9 21.8 


The skin of the hands alone shows any pronounced 
decrease of temperature as the result of the cooling effect 
of wind. Decrease in temperature of the skin of the 
forehead is prevented by capillary reaction. The above 
figures to 


Royal Sea Bath- 
ing Hospital at 


prove that the 
increase of meta- 


Margate. The 300/ bolic rate pro- 
thirteen patients |= duced by cooling 

fered or had suf- 0 | | 2 |) but belongs to a 
fered from extra- C: iE Gr. Mo. Is G.. Mu. St. Cr. OH. Gy Fa. Je. i i 

YEARS = 9 7 12 10 10 43 13 13 4 14 45 15 different 


pulmonary tuber- 
culosis. During 
the period of 
the investigations 
(September to November, 1939) they were convalescent 
or at least apyrexial; they had been at Margate for 
several months, in some cases for many months. 
The investigations demanded that the determinations 
should be made under the established conditions of 
hospital life. The patients lie in bed in the open air 
throughout the day. They are dressed in night-shirts and 
jerseys and are well covered with blankets. During the 
autumn and winter only hands and head are exposed to 
air, winds, and sunshine. As a rule the determinations 


columns = exposure to sun rays. 


Graph showing readings of basal metabolism taken under different conditions. 
Outlined columns = controls; cross-hatching = exposure to cooling winds; black 


group phe- 
nomena. Cold 
and sunshine are 
stimuli that raise 
the metabolic rate even if only a relatively small area of 
the body's surface is exposed to their influence. 


Climatic Factors at the Seaside 


The first observer to remark a rise in metabolic rate 
produced by the radiation of the sun was Leonard Hill. 
With stronger radiation, such as is met with in summer 
and at high altitudes, I have seen much greater increases 
in metabolism: I have observed in healthy adults rises of 
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80 to ©) c.cm. per minute (Kestner, 1926). The skin of the 
face is the most important “ point of attack,” perhaps the 
only one. My conclusion is that there are at least two 
climatic factors at the seaside. Meteorologically they are 
quite different, but they have the same influence upon 
the human body. Both factors are also present in the 
climate of altitudes, which is shown by medical experience 
to have a curative action similar to that of the seaside. 
At the seaside during winter the rise of metabolism is due 
to cold winds; during summer to sunshine; during 
autumn, the period when these investigations were under- 
taken, to a combination of the two. The optimum results 
for convalescent children at the seaside have often been 
obtained in the winter months at German and Danish 
resorts (Haeberlin, 1934). 

The sunshine values set out graphically are determined 
on days with clear sunshine, sharply defined shadows, and 
blue sky. I have made other determinations when the sun 
was more veiled. The air was warm, but shadows were 
less clear-cut and the sky bluish white. In sunshine of 
this type the metabolic rate was not increased. A series 
of readings on patient Gy. illustrates this point: 


Indoor Veiled Sun Clear Sun 

Oxygen = es 202 c.cm. 198 ¢.cm. 234 c.cm. 
230 
224 


Intermediate weather conditions give intermediate results. 


Bright sunshine with a blue sky is, we know, rich in 
the wave-lengths of ultra-violet radiation, which have a 
curative effect upon rickets and which produce sunburn 
(Kestner and Borchardt, 1927). But there must also be 
present in bright sunshine of this type another factor— 
a set of wave-lengths which influence metabolism—since, 
while they are rich in antirachitic and bronzing power, the 
rays of carbon-are and mercury-vapour lamps have no 
influence upon metabolism (Nothhaas and Schadow, 1930). 


It is evident that the factors which raise the metabolic 
rate and which have curative properties go hand in hand, 
for they are common to the climates of the seaside and of 
mountain altitudes, both of which produce these pheno- 
mena. 

Conclusion 


I asked at the beginning of this paper whether it was 
possible to ascribe the physiological properties of a seaside 
climate to its well-recognized meteorological features. The 
question can be answered in the affirmative, as regards at 
least these two factors which influence metabolism. 


I wish to offer my thanks to the Committee for Research 
on Delicate Children at the Coasts and to the medical super- 
intendent and staff of the Royal Sea Bathing Hospital for 
their assistance in these investigations. 
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A New Meningitis Virus—From two cases of mild lympho- 
cytic meningitis in children a virus which differs from any 
other known virus was recovered by the intracerebral injection 
of the cerebrospinal fluid into mice. It is proposed to call 
this disease pseudo-lymphocytic choriomeningitis——Pseudo- 
lymphocytic Choriomeningitis. F. O. MacCallum, G. M. 
Findlay, and T. McN. Scott.—Brit. J. exp. Path., June, 1939, 
20, 260. 


ABACTERIAL PYURIA 
BY 


THOMAS MOORE, M.S., F.R.C.S. 
Urological Registrar, Manchester Royal Infirmary 


Pyuria is definite evidence cf inflammatory changes in 
some part of the urinary tract. The causative organism can 
usually be grown from the urine. When such is not the 
case there is a strong suspicion that a tuberculous infec- 
tion is present. Thus it has become almost axiomatic in 
urological practice that sterile pyuria means urinary 
tuberculosis. More recently it has been realized that this 
general rule is not always true. In this paper it. is 
intended to discuss these cases of non-tuberculous sterile 
pyuria and to report a case which illustrates the excellent 
result of adequate therapy. 


There are some non-infective causes of inflammation 
in the genito-urinary tract. The constant irritation of a 
stone in the renal pelvis, for example, may lead to pyuria 
in the absence of infection, which, however, usually super- 
venes sooner or later. It is not uncommon in_ other 
parts of the body for the organisms causing inflammation 
to be overcome or so changed in character that it is 
difficult to culture them, and yet for inflammatory 
changes to persist for some time. The pus obtained 
from an infected gall-bladder, for instance, is sometimes 
sterile: sterile pyuria may in some cases be so explained. 
The group of cases of abacterial pyuria to which I wish 
to call attention form a definite clinical entity. Inflam- 
matory changes occur in the bladder and sometimes the 
upper urinary tract, but no organism can be obtained 
from the urine, not even after guinea-pig inoculation. 
The disease is probably caused by a filterable virus. It 
is of great importance, as the diagnosis of urinary tuber- 
culosis may be made and, when only one kidney pelvis 
is involved, nephrectomy carried out. Cure of these cases 
is readily brought about by a few small intravenous doses 
of an arsenobenzol preparation. 


Case Report 


An unmarried woman aged 50 was first seen in the uro- 
logical clinic on May 5, 1939. For five years she had 
suffered from a burning pain across the lower abdomen and 
from great frequency of micturition. “Urination occurred 
hourly during the day and about four times during the night. 
Scalding was present during micturition and there was severe 
terminal urethral pain. Sometimes this was excruciating. 
On two occasions haematuria had occurred and lasted a few 
days. She had seen numerous medical men and had had at 
least one complete urinary investigation. Almost every 
known form of medicinal treatment for cystitis had been 
tried without success. 


Examination.—The patient was in good general condition. 
No abnormality could be found in the genito-urinary or 
other systems on complete clinical examination. Microscopi- 
cal examination of the urine showed numerous pus cells. 
Cystoscopy was undertaken. A little difficulty was experi- 
enced in introducing the cystoscope as the urethra was very 
tight at the external meatus. The bladder showed scattered 
areas of erythema and swelling of the mucosa, which were 
most marked on the lateral walls and dome. The base was 
not particularly affected. Both ureteric orifices were normal 
and were seen to discharge clear urine. The bladder capacity 
was very much reduced, being only 150 c.cm. Bladder dis- 
tension was carried out and the capacity increased to 200 
c.cm. Numerous submucous haemorrhages were seen in the 
bladder after this, but no splitting of the mucosa occurred. 
The patient was seen again on May 19. She stat®d that she 
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was very much better and only passed urine twice during the 
day and twice during the night. The scalding and pain had 
also improved greatly. The cultural examination of the urine 
carried out at the first visit was then available. No organisms 
of any kind had been found. 

Radiological Examination.—The possibility of urinary 
tuberculosis thus being raised, radiological investigations were 
arranged. A plain radiograph showed normal kidney outlines 
and no abnormal shadows. An excretion urogram revealed 
excellent function on both sides. The urine was examined 
very carefully on numerous occasions for tubercle bacilli, 
with negative results. Special cultures for this organism were 
also negative. 

While these investigations were being carried out the im- 
provement in symptoms which followed the bladder disten- 
sion gradually disappeared. This treatment was _ therefore 
repeated, but did not give further relief. When the investiga- 
tions had been completed it was obvious the patient was 
suffering from abacterial pyuria. Thus on July 7 treatment 
with intravenous novarsenobenzol was started. A dose of 
0.3 gramme was administered weekly for four weeks. 

Progress.—The patient's symptoms began to improve imme- 
diately after the first dose. When the course had been com- 
pleted she was entirely free from all symptoms. She was 
last seen on September 22. All pain on and frequency of 
micturition had disappeared; urination occurred four times 
during the day and not at all during the night. The urine 
was crystal-clear and was microscopically free from cells. 


The Literature of Abacterial Pyuria 


Faltin (1909) was the first to draw attention to cases 
of pyuria in which no organisms could be demonstrated 
in the urine. Thirty similar cases were reported by 
Runeberg (1921), in ten of which nephrectomy had been 
carried out. Histological examination of the specimens 
showed no evidence of tuberculosis, but in some cases 
staphylococci were seen imprisoned the cortex. 
Nephrectomy was carried out in five of the fifteen cases 
reported by Peters (1922). On microscopical examination 
the kidneys showed non-tuberculous inflammatory 
changes, but no organisms were seen. Sdéderland (1921) 
expressed the opinion that sterile pyuria was a definite 
entity. It was not until 1933, however, that this view gained 
any general acceptance. Wildbolz (1933) read a paper on 
the condition before the French Congress of Urology in 
which he stressed the resistance of the disease to ordinary 
forms of treatment and its almost miraculous cure by the 
intravenous administration of the arsenobenzol prepara- 
tions. Since this time the disease has become more 
widely known. Briggs (1935) wrote an instructive paper 
that included a report of three cases successfully treated 
with neoarsphenamine. Cook (1936) drew further atten- 
tion to the condition and recorded twelve cases. The 
work of Schaffhauser (1937) based on an experience of 
nineteen cases and animal experiments is of great 
interest. In 1937 Wildbolz restated his original claims. 
Houtappel (1939) reported two further cases. 


Aetiology 


Many theories have been advanced, but the cause of 
abacterial pyuria is at present not known. Schafihauser 
(1937) isolated from some of his cases a curious strepto- 
coccus, which grew very slowly and then only on a 
special (Rosenow) medium. He reported that the injec- 
tion of these organisms into dogs led to a subacute 
pyelitis. This work, which is of the greatest interest and 
importance, has not so far been confirmed. Runeberg 
(1921) supposed that in his cases the pyelitis was due to 


the exudation of inflammatory products from the staphy- 
lococcal kidney lesions which were demonstrable on 
microscopical examination. It was believed by Cook 
(1936) that the pyuria was due to the excretion of toxins 
absorbed from a septic focus in some other part. He 
reported cases which responded in the usual way to 
arsenobenzol preparations but relapsed and were not 
finally cured until, in addition to the ordinary treatment, 
a septic focus had been removed. No one, apart from 
Schaffhauser, whose work as yet lacks confirmation, has 
been able to isolate an organism from the urine. Accord- 
ing to Wildbolz the Wassermann reaction and examina- 
tion of the urine for spirochaetes by dark-ground illumi- 
nation are always negative. These results lend strong 
support to the view that an ultramicroscopic virus is the 
cause of the disease. 


Pathology and Symptomatology 


The bladder alone, or the ureter and renal pelvis on 
one or both sides in addition, are the usual sites of the 
disease. Inflammatory changes occur but are confined 
to the mucous membrane, and there is very little change 
deep to the submucosa. The changes are of a subacute 
nature and gross suppuration does not occur. 


Young men are the most commonly affected subjects. 
There are several iocal symptoms of cystitis—pain, scald- 
ing, extreme frequency of micturition, and sometimes 
haematuria. The infection of the renal pelvis does not 
usually give rise to symptoms. In spite of the diffuse 
inflammatory changes there are no disturbances of the 
general health, and pyrexia and increase of pulse rate 
are conspicuous by their absence. The disease is very 
resistant to treatment and may last for years. On clinical 
examination no physical signs are evident. The urine 
contains numerous pus cells, but no organism can be 
demonstrated even after the most complete examination. 
All tests for tubercle bacilli are negative. Intravenous 
urography reveals normal appearances, but in cases in 
which there are inflammatory changes in the ureter and 
renal pelvis these may show some slight dilatation. On 
cystoscopy a much diminished bladder capacity is found 


together with diffuse non-specific inflammatory changes. 


Ureteric catheterization discloses whether there are inflam- 
matory changes in the renal pelvis. If only one is 
diseased the phenolsulphonephthalein test shows. slightly 
diminished function of the aflected side. 


Diagnosis 


Sterile pyuria always suggests urinary tuberculosis, and 
it is of the greatest importance that this should be 
excluded. The most important step is the careful 
examination of the urine for bacilli together with guinea- 
pig inoculation. {n addition the absence of any destruc- 
tive renal changes on excretion urography and the fact 
that on cystoscopy the inflammatory changes are not par- 
ticularly marked round ihe ureteric orifice as in tubercu- 
losis make the diagnosis relatively easy. In cases of 
doubt the therapeutic test is a valuable and, when used 
with discretion, safe diagnostic aid. 


Treatment 


The disease is resistant to all ordinasy forms of treat- 
ment. It clears as if by magic when intravenous injec- 
tions of novarsenobenzol are given. A dose of 0.3 
gramme should be administered at weekly intervals for 
four weeks. 
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Summary 


Abacterial pyuria is a definite entity, probably caused by 
an ultramicroscopic virus. 

The literature, aetiology, symptomatology, diagnosis, and 
treatment are reviewed. 


A case is reported. 
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Clinical Memoranda 


Trigeminal Pain due to Leprosy 


The following case is perhaps worthy of record not 
because trigeminal pain has not been described as occur- 
ring during the course of leprosy but because in the 
common practice of neurology leprosy is not often con- 
sidered as an aetiological factor of the pain. There appears 
to be no reference to leprosy as a cause of trigeminal 
pain in our larger textbooks of neurology, and in the books 
on leprosy itself one finds little helpful reference and no 
case records. Monrad-Krohn (1923) in his treatise on the 
neurological aspect of leprosy mentions that in the maculo- 
anaesthetic form of leprosy acute swellings of the corre- 
sponding nerve occur accompanied by neuralgic pain, and 
there is a very good illustration of a patient from Dr. 
H. P. Lie’s clinic in which a swelling of the left supra- 
orbital nerve is shown. Dr. G. A. Ryrie, medical super- 
intendent of the Sungei Buloh Leper Settlement, in a 
personal communication mentions that he has seen only 
a few cases of trigeminal pain in lepers, and so far as he 
is aware thickening of the supra-orbital nerve with a 
localized skin lesion has not been recorded as a primary 
lesion. The present case is also of interest because of the 


long history of facial pain, finally severe enough to brinz 


the patient to hospital. 


CasE REPORT 


On May 12, 1939, a young Cantonese amah aged 22 came to 
the General Hospital complaining of severe pain over the right 
forehead. About one and a half years previously she had 
noticed rather curious attacks of twitching, with numbness 
and pain in the right frontal region. These attacks came on 
every two or three days and would last about twenty minutes. 
She noticed that the right frontalis muscle would give a series 
of short contractions, following in rapid succession; then 
there was a pause followed by another paroxysm. The con- 
tractions were said “to resemble the skin twitch of a horse’s 
flank when a fly alights.” She would then feel a numbness 
appearing just above the upper eyebrow and _ spreading 
irregularly upwards. This was followed by a fairly sharp 
burning pain lasting twenty minutes and then becoming much 
more dull. During the day of one of these attacks the skin of 
the right forehead felt numb on light stroking, but there was 
pain on deep pressure. Aspirin mitigated these attacks to 
some extent, but they gradually became more frequent until 
she was getting several in a day. Three months before 
admission the pain had become much more severe, and would 
be brought on by accidental knocks sustained while playing 
with the children. By this time it would radiate upwards 
over the right half of the scalp till it reached a level roughly 
coinciding with the ear tip, and it had become severe enough 
to cause her to lie down when the paioxysm came on. The 
forehead was now numb all the time. 


On examination the patient appeared robust and well 
nourished. The right supra-orbital nerve could be seen to be 
much thickened as it left the foramen. This thickening was 
visible over a considerable area of the nerve, and its bifurca- 
tion into two branches, one lateral and one medial, could be 
clearly observed. Situated above the supra-orbital notch 
there was a small patch of slightly upraised and _ slightly 
reddened skin. On viewing the patch from the side it 
was observed that the texture of the cutaneous surface was 
slightly rougher than that of the surrounding skin. Palpation 
revealed an irregular thickening of the nerve tissue; pressure 
upon both supra-orbital nerves gave rise to no pain. There 
Was anaesthesia to pin-prick over the small patch illustrated 


in the photograph. Analgesia extended outwards on -each 
side, following the inner lines in the illustration. Light touch 
to cotton-wool was abolished over the area embraced by the 
ovter lines. The appreciation of protopathic hot and cold 
roughly corresponded with the area of total anaesthesia. 
Epicritic hot and cold corresponded almost exactly with the 
outer lines on the illustration. There was no demonstrable 
anaesthesia of the cornea and no weakness of the facial 
musculature except perhaps a slight narrowing of the right 
palpebral fissure. 

An investigation for other signs of leprosy elsewhere in the 
body was negatiye. The biopsy report on a small portion of 
the nerve and sheath removed for section was: “* Ziehl- 
Neelsen stain showed the presence of acid-fast bacilli. A few 
small remnants of nervous tissue can be recognized. There is 
an overgrowth of fibrous tissue. Areas of round-cell infiltra- 
tion are present in surrounding tissue.” 


I am indebted to Dr. G. Ransome. associate professor of 
medicine, King Edward VII College of Medicine, Singapore, 
for much help; to Dr. H. M. Nevin, acting pathologist, Straits 
Settlements. for the biopsy report: and to the Director 0 
Medical Services, Straits Settlements, for permission to publish. 

B. CHew, L.MLS., 
Medical Officer, General Hospital, 
Singapore. 
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Reviews 


PLASTIC SURGERY 


Plastic Surgery. By Arthur Joseph Barsky, M.D., D.D.S. 
(Pp. 355; 432 illustrations. 26s. net.) Philadelphia and 
London: W. B. Saunders Company. 

This is a carefully written, logically arranged, and well 
illustrated book, obviously based on large experience. In 
the chapter on general principles stress is wisely laid on 
the need for interpreting every defect or disfigurement “ in 
terms of tissue loss, distortion, or functional involvement ” ; 
in other words, on the need for accurate diagnosis. The 
various forms of free skin graft and flap are carefully 
described. In discussing the use of grafts of materials 
other than skin preference is shown for autografts, though 
it is admitted that ivory, ox fascia, and beef bone may 
give satisfactory results in a small percentage of cases. 
The author sums up his opinion on this subject by saying, 
“Human tissues should be replaced by autografts. The 
surgeon who seeks to simplify his work by avoiding 
adherence to this simple rule is jeopardizing the outcome 
of the operation.” He rightly condemns the use of 
paraffin. Considerable space is devoted to work in the 
orbital region, and there are good illustrations of 
de Blascowics’s operation for ptosis and of the procedure 
of dacryocyst-rhinostomy. There are well-illustrated 
chapters on deformities of the nose and ear. 

We find the chapter on hare-lip and cleft palate par- 
ticularly disappointing. The description of Blair’s modifi- 
cation of the Mirault technique for hare-lip repair is 
excellent. In bilateral complete clefts, retroposition of the 


premaxilla after oblique section of the vomer is advocated. . 


This is perhaps essential if both lip clefts are to be 
closed at the same operation, but some discussion would 
have been welcome of the advantages of constructing the 
lip in two stages without disturbing the premaxilla but 
with repair of the anterior part of the hard-palate cleft 
(the floor of the nose) as described by Veau. Although 
the author, in a footnote, explains that he has not over- 
looked the importance of Veau’s contribution to cleft- 
palate surgery, we feel that his advocacy of the classical 
Langenbeck operation indicates that he has not grasped 
the full significance of Veau’s work. Sliding flaps, drawn 
together under tension, can never be expected to produce 
the type of soft palate, long, mobile, and well back in the 
pharynx, which is obtained by the employment, in one 
form or another, of the Veau rotation flaps. Wardill’s 
pharyngoplasty is described, but its action on the posterior 
part of the palato-pharyngeal sphincter mechanism is 
clearly not appreciated. Further chapters deal with lips, 
cheeks, and jaws (including procedures for protrusion 
and “retrusion” of the mandible); fractures of the 
maxilla, mandible, and malar bone; the neck and trunk 
(including mammaplasty procedures); the extremities ; 
prosthetic appliances ; and a very useful discussion of the 
orthopaedic aspects of plastic surgery. 

There has been no dearth of contributions to the litera- 
ture of this branch of surgery during recent years, yet no 
textbook has yet appeared in any sense the equal of the 
Volume by Staige Davis, published in 1919. The surgeon 
who wishes to acquaint himself with recent advances must 
turn to individual articles in the journals or to sections 
contributed to often iarge and expensive textbooks of 
Surgery as a whole. Barsky’s Plastic Surgery cannot be 
said to have met this need, yet it succeeds in giving 
in brief and condensed form information which will 


prove of value to all surgeons interested in reparative 
surgery and anxious to obtain a working knowledge of 
plastic surgical procedures. 


AN ALL-ROUND VIEW OF ASTHMA 


Asthma and the General Practitioner. By James Adam, 

M.A., M.D., F.R.F.P.S.G. With a foreword by James 

Bridie (O. H. Mavor, M.D.). (Pp. 158. 6s.) London: 

Bailligre, Tindall and Cox. 1939. 

No disease demands a more all-round attack than asthma, 
yet no disease has been more regarded as the province 
of various specialties. Some have concentrated all their 
attention on the nose and its annexes, others have found 
a complete explanation in allergy, and yet others have 
regarded the psychological aspect as all-important. It is 
the particular merit of Dr. James Adam’s Asthma and 
the General Practitioner that he does take an all-round 
view of the problem, which, indeed, characterized his 
earlier, more elaborate, book on the subject. He naturally 
has his own predilections ; thus he considers that allergy 
has been worked for considerably more than it is worth ; 
he regards the psychological factor as chiefly the result 
of early coddling, especially in the only child, and fears 
“ adrenaline addiction.” On the other hand, he attributes a 
good deal more to what may be broadly called “ alimentary 
toxaemia ” than do most authorities. In this connexion it 
is of interest to read his strictures on raw milk, in view 
of the carefully organized campaign that is going on 
against pasteurization. He quotes with approval Hutchi- 
son and Mottram’s dictum, “ One looks forward to the 
day when the drinking of raw milk will be considered 
as barbarous a custom as the eating of raw meat is at 
present.” Other observers have found that a certain pro- 
portion of school children are milk-sensitive, and Dr. 
Adam states that a condition that is becoming more 
commen since the milk vogue at schools was started 
is milk rhinorrhoea, of which a raw upper lip is a sure 
sign. But in general his view is that the alimentary 
factor may often be traced to ill-split proteins resulting 
either from inadequate gastric secretion or from over- 
crowding the diet with carbohydrates. He is a great 
believer in the efficacy of mercurials in regulating and 
cleansing the intestinal tract. 

Dr. Adam divides asthmatics into three groups—the 
first, non-allergic, who respond best to general treatment ; 
the second, who are sensitive to some focds: and the 
third, who are sensitive to inhalants. He regards skin 
tests as unreliable for the second group but of real help 
for the third. The whole book is eminently practical, 
and as the outcome of wide personal experience should be 
very helpful to the general practitioner. Dr. “ James 
Bridie * contributes a foreword which is more appre- 
ciative of the author than of the medical profession as a 
whole. 


ANALYSIS BY ULTRA-VIOLET LIGHT 
Fluorescence Analysis in’ Ultra-violet’ Light. By J. A. 
Radley, M.Sc., A.LC., and Julius Grant, Ph.D., M.Sc., 
F.LC. Third edition. (Pp. 424. 22s. 6d. net.) London: 
Chapman and Hall. 1939. 

This is the seventh volume of a series of monographs on 
applied chemistry edited by Mr. E. Howard Tripp, 
Ph.D. Its first edition appeared in 1933, when analysis 
of fluorescence methods, which had attracted a great deal 
of attention in a short time, and for which perhaps too 
much had been claimed, reached a stage at which it could 
be objectively surveyed. The second edition appeared 
only two years later, and reflected a further vigorous 
expansion of the science and the appearance of several 
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entirely new applications of it. The present edition, pub- 
lished after another two years and the appearance of 
about 800 more original papers, brings the work up to 
date. The chapters on textiles and dyestuffs have been 
completely rewritten and new kinds of ultra-violet lamps 
have been fully dealt with. The first part of the volume 
surveys the theory and technique of fluorescence analysis, 
including the means of generating the light, the effect of 
filters, the measurement of intensity of the rays, and the 
technique of analysis. The second part deals in detail 
with the numerous special applications of the method in 
industrial, commercial, and scientific fields. Valuable 
data on the nature of bacilli and fungi may be obtained 
by the bacteriologist. The pharmacist may test the effect 
of tropical heat on ether and detect many different sub- 
stances by their specific fluorescent reactions. It is 
possible to differentiate between a large number of 
alkaloids, and to estimate the nature and purity of food. 

Some of the most striking successes of the method have 
been gained in the field of criminology and medical 
jurisprudence. Hairs, fibres, adhesives, and many other 
objects give additional information when examined in this 
way. Body marks which have been obliterated to the 
naked eye will appear under the ultra-violet lamp. Great 
assistance has been given to the police in the detection of 
forgeries and alterations to documents, pictures, and 
antique objects. Artificial watermarks may be closely 
criticized, and fingerprints may be more easily photo- 
graphed. In the field of medicine and biology abnor- 
malities of the skin may be detected by difference in 
fluorescent reaction, and the amount of radium or x-ray 
overdosage may be estimated. The detection of ring- 
worm by fluorescence is well known, and some carcino- 
genic substances can now be perceived. The method is a 
valuable addition to blood analysis and will enable drugs 
to be detected in the body fluids. The uses of ultra- 
violet light in chemistry of all kinds and in commercial 
processes can hardly be enumerated. 

Besides the information this book contains, it is an 
admirable guide to the best literature on the subject. 
Every chapter has a long list of references, supplemented 
often with a list of additional references which men- 
tions all relevant papers. Many excellent photographs, 
spectrographs, and diagrams are included. It is difficult 
to see how any person concerned with fluorescent analysis 
can afford to be without it. 


MEDICAL MYCOLOGY 


An Introduction to Medical Mycology. By George M. 
Lewis, M.D., and Mary E. Hopper, M.S. (Pp. 316; 71 
full-page plates. 5.50 dollars, post paid; English price 
27s. 6d., postage extra.) Chicago: The Year Bcok 
Publishers, Inc. 1939. 
The importance of mycology in medicine has been in- 
creasingly recognized during recent years, and textbooks 
exclusively devoted to the subject are now appearing. Of 
the two possible avenues of approach, the clinical aspect 
or the botanical, it is more natural for the medical writer, 
whether he be a practising physician or a_ pathologist 
working in a laboratory, to start from the clinical side, 
and that is what Dr. Lewis and Dr. Mary Hopper have 
done in writing their Introduction to Medical Mycology. 
They describe the various diseases under their clinical 
names, discuss the differential diagnosis, and give the 
aetiology of the condition. Mycotic disease is of special 
interest to the dermatologist, for almost without exception 
pathogenic fungi produce skin lesions even although they 
may ultimately affect the viscera. A large number of 
them are content with causing quite superficial changes, 


and hence the classification of mycotic disease by these 
authors into superficial and deep mycoses is Clinically 
sound and reasonable, even although it may not be quite 
scientific. Apparently the only pathogenic fungus’ which 
does not primarily affect the skin is the Cryptococcus 
histolyticus, a species of yeast which has a special affinity 
for the nervous system and is sometimes responsible for 
the onset of meningitis. In addition to the clinical 
chapters a considerable portion of the book is devoted to 
the morphological and cultural description of the various 
species of fungi, and to the laboratory methods employed 
in the investigations; and there is a special chapter on 
examination both of lesions and of cultures with filtered 
ultra-violet radiation, otherwise known as Wood’s light, 
The authors think highly of this method, and state that it 
is of service in detecting relations between the pleo- 
morphic variants of a species which so often arise when 
cultivation on artificial media is practised, for the fluor- 
escent properties of any one species remain constant 
whatever variations in cultural appearance may arise. 

There are still many unsolved problems in medical 
mycology, and one of the most interesting is the role of 
the well-known spore of Malassez or the bottle bacillus 
of Unna, now more scientifically named the Pityrosporum 
ovale. This. organism has been credited with being the 
cause of seborrhoeic dermatitis, especially by MacLeod 
and Dowling in this country and by Moore and others 
in America. One of the chief difficulties in estimating 
their work is the fact that this organism is very trouble- 
some to cultivate, and it is not yet certain whether the 
secret of its cultivation has yet been found. The present 
authors are not satisfied that it has been. 

We cannot conclude without a word of praise for the 
excellent and numerous photographic reproductions both 
of clinical cases and of microscopical appearances. The 
book is well worth the study of all interested in medical 
mycology, whether they approach it from the clinical or 
the laboratory angle. 


MATERIA MEDICA AND THERAPEUTICS 


Whitla’s Pharmacy, Materia Medica and Therapeutics. 
Thirteenth edition. Revised by J. H. Burn, M.D., and 
E. R. Withell, B.Sc., B.Pharm., Ph.C., A.C. With a 
chapter on the Use of Vitamins in Medicine by H. M. 
Sinclair, D.M. (Pp. 536. 12s. 6d.) London: Bailliére, 
Tindall and Cox. 1939. . 
The thirteenth edition of Whitla’s Pharmacy, Materia 
Medica and Therapeutics has been prepared by Professor 
J. H. Burn and Mr. E. R. Withell—that is to say, by a 
pharmacologist and a pharmacist in collaboration. It is 
divided into three sections of about equal length dealing 
respectively with therapeutics, pharmacy, and materia 
medica. The therapeutic section is somewhat eclectic in 
its treatment of the subject, since nearly half the space is 
devoted to metabolism, vitamins, and endocrines. These 
subjects are dealt with very carefully, and a clear account 
is given of the most recent knowledge regarding difficult 
problems such as the influence of the pituitary on carbo- 
hydrate and fat metabolism and the effect of cortico- 
sterone and the sex hormones upon water and salt 
metabolism. The relatively full handling of these aspects 
of treatment has of necessity involved a compression of 
other aspects. For example, the therapeutics of the 
stomach and gut occupy nine pages and anaesthetics seven 
pages. 

The section on pharmacy shows evidence of extensive 
revision, and the longest chapter is that on. sterilization. 
The chapter on prescribing is open to criticism, since it is 
largely concerned with instructions as to the writing of the 
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signature in Latin. In defence of this it is claimed: “ We 
are thus often able, by a single letter, to express the mean- 
ing of several English words.” The student, however, is 
not reminded of the fact that it is a great deal easier to 
mistake the meaning implied by a single letter than the 
general meaning of a full sentence, although there is one 
note of warning: “ The student should not confound the 
initials of the prescriber with that portion of the prescrip- 
tion called the signature.” We feel that the training of 
students in prescription writing should be directed to the 
saving of coroners’ inquests rather than to the saving of 
ink and paper. The section on materia medica follows 
the British Pharmacopoeia in general, but adds descrip- 
tions of a few new and important drugs. 


PRACTICE OF FEVER THERAPY 


Fever Therapy Technique. By Jack R. Ewalt, M.D.., 

Ernest H. Parsons, M.D., Stafford L. Warren, M.D., and 

Stafford L. Osborne, B.P.E.. M.S. Foreword by Franklin 

G. Ebaugh, M.D. (Pp. 161; 16 figures. 2.50 dollars.) 

New York: Paul B. Hoeber. 1939. 

This is a practical manual which gives a clear account of 
the varied methods available for producing therapeutic 
fever. Malaria therapy for general paralysis of the insane 
has become firmly established in this country, while in the 
United States physical methods of inducing fever have 
acquired a popularity that is somewhat dangerous. The 
authors state: “ Publicity in the lay press has caused the 
public to look on fever therapy as a panacea for all bodily 
ills. Charlatans, catering to the therapeutic whims of the 
public, are now, in increasing numbers, giving what is 
advertised as ‘fever therapy.” ... The general practi- 
tioner, however, as well as the specialist, has been driven 
to instal some type of ‘artificial fever apparatus.’”’ The 
authors point out that any efficacious method of fever 
therapy is certain to be dangerous unless used skilfully. 
Their short book aims at explaining to doctors and nurses 
the nature of fever therapy, but they emphasize the fact 
that adequate training under experienced workers is 
essential for the safe use of the methods described. They 
note that the chief triumphs of fever therapy have been 
in syphilis and gonorrhoea, both of which diseases happen 
to be produced by thermolabile organisms which are 
destroyed by exposure for a sufficient time to an ade- 
quately high temperature. 

The volume gives clear but condensed accounts of the 
use of malaria therapy, intravenous typhoid vaccine 
therapy. the hypertherm, the radiant energy cabinet, and 
high-frequency currents. 


Notes on Books 


A revised edition of the Pharmacopoeia and Vade Mecum 
of the Infants Hospital has been edited by Mr. J. WICLIFFE 
Peck, Ph.C., F.C.S.. consulting pharmacist to the hospital. and 
it contains much of great value for all those concerned in 
the treatment of the infant and young child. Whilst tried 
formulae occupy the bulk of the book—and the general practi- 
tioner will find prescriptions for attractive, potent, and safe 
remedies—remaining sections present valuable information on 
such matters as sulphonamide preparations, infant feeding. 
Ossification tables. skin testing in allergy, basal narcosis, and 
so forth. It is obtainable from the secretary of the hospital, 
price 3s. 6d. 


The fourth volume of the second series of New /nterna- 
tional Clinics, edited by Dr. George Morris Piersol (Phila- 
delphia, Montreal, New York, and London, J. B. Lippincott 


Company ; 50s. net per set of 4 vols.), contains fifteen original 
contributions, including the following subjects: sulphapyridine 
in infections, treatment of massive haemorrhage in peptic 
ulcer, surgical treatment of intractable pulmonary haemor- 
rhage, pseudo-arteriosclerosis, treatment of angina pectoris, 
ascites, and jaundice during anti-syphilitic treatment. The 
volume also contains clinics on complete pulmonary atresia, 
cardiac compression and failure following metastatic tumour 
infiltration, the report of a clinical pathological conference 
of the Cook County Hospital, and reviews on urinary lithiasis 
and ulcerative colitis. 


Five editions and one reprinting within seven years are 
proof of deserved popularity. Dr. A. C. ROxBuRGH’s book 
Common Skin Diseases (H. K. Lewis and Co., 15s.) has had this 
experience, and in bringing it up to date for the new edition 
he has added short articles on granuloma annulare and on 
dermatological aspects of the avitaminoses. There are 
fourteen new illustrations, and seven of the former figures 
have been replaced. It is a book intended for use in general 
practice, and the author has purposely dealt with less than 
half of the known diseases of the skin, concentrating on 
diagnosis and on such treatment as a general practitioner is in 
a position to give. 


The Medical Society of Individual Psychology continues 
to issue its useful series of pamphlets. Most of the twenty- 
first pamphlet consists of papers read before the society, 
and some of them deal with psychoneurotic methods of 
escape, such as resorting to invalidism. Dr. E. A. Bennet 
contributes a thoughtful paper on the significance of dreams, 
which shows that the society by no means confines itself 
to a pure Adlerian cult. There is also the last of Dr. Crook- 
shank’s lectures. delivered shortly before his death, which, 
like all his writings, is provocative, dogmatic, and entertain- 
ing. The pamphlet should prove interesting and helpful to 
practitioners anxious to know something of modern trends 
in psychology. It is published at 2s. 6d. by the C. W. Daniel 
Company, Ltd. 


The work on perforation in typhoid fever by Dr. JacQuEs 
Dor, surgeon to the Marseilles hospitals, which forms part 
of the series with yellow covers entitled “Collection Jaune,” 
is based on the study of 144 personal cases and a review of 
the literature. The book is divided into four parts. The 
first. which is introductory, contains remarks on the fre- 
quency of perforation, the age and sex of the patient, date 
of occurrence, site, macroscopical and histological appearances 
of the lesion, the condition of the neighbouring intestine, and 
the peritoneal reaction. The second part deals with the 
prognosis, which is still very gloomy, as is shown by the fact 
that, while the fatality of cases in which no operation has 
been performed is 95 to 100 per cent., in Dor’s 144 cases of 
operation only 18 recovered, a fatality of 87.5 per cent. In 
the third part. which is devoted to diagnosis, special attention 
is given to the early signs and symptoms. In the fourth 
section, in which treatment is discussed, Dr. Dor recommends 
early and rapid operation with as little shock as possible 
under a local anaesthetic. Les Perforations Digestives de la 
Fiévre Typhoide: Prognostic, Diagnostic et Traitement 1s 
published by Masson et Cie. Paris, price 24 francs. 


Those wishing to gain some knowledge of Italian medicine 
will be interested by the following four works belonging to the 
series of practical medicine edited by Professor Cesare Frugoni, 
who holds the chair of clinical medicine in the University of 
Rome (Florence: Vallecchi: 15 lire each). Diabetes and non- 
diabetic glycosuria, with special reference to treatment, are 
dealt with by Professor Giulio C. Dogliotti, assistant at the 
Institute of Medical Pathology at Florence. Headache 
in all its varieties is discussed by Professor G. Fumarola, 
lecturer in neuropathology at Rome. Chronic gastritis forms 
the subject of a monograph by Dr. Paolo Alessandrini, director 
of the department of digestive pathology of the Ospedale di 
San Spirito of Rome: and Dr. Vittorio Vanni, director of the 
Institute of Medical Pathology of Rome, writes on intestinal 
parasites. 
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Preparations and Appliances 
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A SIMPLE PNEUMOTHORAX APPARATUS 


Dr. F. L. WoLtaston (Royal National Hospital for Con- 
sumption, Ventnor) writes: 


Ever since the introduction of artificial pneumothorax the 
apparatus used for its induction and maintenance has been 
complicated and cumbersome. The simple apparatus illus- 
trated was improvised by me in the first place, and has now 
been proved to be satisfactory after two years’ routine use 
in a sanatorium. 

It consists of an aneroid manometer graduated to read 
from —30 to +30 centimetres of water, and a Higginson’s 
bulb having a capacity of 50 c.cm. A_ well-constructed 


aneroid manometer is quite accurate enough for the purpose, 
and the zero, which is the important reading, is dead accurate. 
It has one advantage over the water manometer, being more 
sensitive to rapid small variations of pressure. The Higgin- 
son’s bulb delivers the air, and, providing the bulb is fully 
compressed at each stroke and the valves are efficient, there 
will be very little error in the measurement of the air. It is 
just as accurate as the usual system of bottles of water if no 
attempt is made to equalize the pressure in the bottles before 
taking a reading. Special valves are used with “ ground-in” 
balls and a light spring to keep them closed. The bulb is 
connected by rubber tubing to a three-way tap, which is in 
turn connected cirectly to the manometer and by rubber 
tubing to the needle, a filter tube containing cotton-wool 
being inserted between the tap anc the needle. The tap is so 
constructed that all three can be connected together or the 
needle can be connected to either the manometer or the bulb. 


A refill may be given at any speed or pressure desired, and 
intrapleural pressure readings taken every 50 c.cm. The 
quantity of air that has been given is known by counting the 
number of times the bulb is compressed, and this has been 
found to be as accurate as is necessary. The removal of air 
from the chest is equally simple, it being only necessary to 
reverse the bulb at its connexion between the valve and the 
three-way tap. The apparatus can be used safely for the 
induction of pneumothorax ; if the manometer and bulb are 
connected in series with the needle the pressure at which the 
air is being given can be watched, and it need never become 
positive if the bulb is compressed gently. There is less danger 
of air embolus than with the ordinary apparatus, as the tubing 


can be kept short and there is no column of air in the mano- 
meter that may be sucked into the vessel. 


The whole apparatus may be carried in a pocket, and the 


- only part that needs sterilization is the filter and the short 


rubber tube between this and the needle. It has been made 
for me by the Genito-Urinary Mfg. Co., Ltd., Devonshire 
Place, London, W.1. 


AN INEXPENSIVE BLOOD TRANSFUSION 
APPARATUS 


Dr. JoHN G. WauGu, house-surgeon at the Royal City of 
Dublin Hospital, writes: 


Articles concerning blood transfusions are occupying an 
increasing amount of space in medical journals to-day; it 
therefore occurred to me that some account of a slight modifi- 
cation of a popular intravenous infusion apparatus sold by 
Messrs. Crookes’ Laboratories would be acceptable to the not- 
so-frequent blood transfuser. The modification enables blood to 
be collected very simply under strict aseptic precautions with 
very inexpensive apparatus, each part of which may be easily 
and rapidly replaced. The additional items, over and above 
the saline infusion apparatus, required for the collection of 
blood under these excellent conditions are as follows: (1) 
Crookes saline transfuser tube—off the long down shaft of 
which six inches are cut. (2) Rubber sucking bulb. (3) An 
empty saline bottle. (4) Rubber tubing—twelve inches. 

The accompanying diagram (Fig. 1) shows the apparatus 
set up for the collection of blood. The technique of collection is 
as follows: (a) Operate the sucking bulb and suck up 90 c.cm. 
of 3.8 per cent. sodium citrate. (b) Insert the needle into the 
vein; when it has entered attach the rubber tubing fitted with 
its needle adapter and operate the sucking bulb. 


TUBE FROM DONOR 


AIR EXHAUSTED 
FROM BOTTLE 


ATMOSPHERIC 
AIR 


TO PATIENT 
VIA DRIP FEED 


Fic. 2. 


Fic. 1. 


If the bottle is fixed in the metal cradle supplied by the 
makers of the saline apparatus the bulb may be operated and 


the bottle shaken by cne hand only. The blood so collected. 


may then be given to the patient by simply replacing the 
modified Crookes saline transfuser tube by the standard tube 
and inverting the bottle in the usual way (Fig. 2). If adminis- 
tration is not required immediately the blood is stored by 
simply pulling out the modified Crookes saline transfuser tube 
and swinging up the spring stopper attached to each bottle. 


The advantages of this method of blood administration are 
as follows: (1) Simple apparatus. (2) Inexpensive robust 
equipment ; the whole equipment, in addition to modifications, 
costs about a guinea. (3) Every part is very easily replaced. 
(4) Collection and administration of blood are by closed circuit 
technique, and consequently absolute sterility is maintained 
very easily. (5) Sterile storage is facilitated by the shape and 
size of the bottle, and the spring stopper attached. (6) Mixing 
and sucking blood during collection may be performed by one 
hand, leaving the other free during this operation. (7) The 
needle and tube are easily cleared of blood by sucking through 
them a small quantity of sodium citrate after the blood has 
been collected. 
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WAR-TIME PRESCRIBING 


Practitioners or committees who have studied their bills 
for drugs during the last couple of months will have 
realized that the cost of medication has risen steeply. 
Some of the increases, as in ephedrine and ergot, are 
the result of a world shortage and the aftermath of the 
wars in China, Spain, and Poland. In other cases there 
is competition between armaments and foods and drugs 
for the same raw materials or the same shipping space. 
Drugs which were formerly imported cheaply must now 
be manufactured at home more dearly to save precious 
currency. When Aesculapius is deserted for Mars and 
the shadow of autarky falls on the garden of physic 
the prudent physician must learn to husband his 
resources. Dr. George Dock needed no more than 
twenty drugs, but things have changed since he wrote 
his advice to house officers, and the advance of 
knowledge and the wiles of advertisement have com- 
bined to increase the variety and cost of therapeutic 
agents. In war there is no room for internecine strife, 
so we may ask our chemical manufacturers whether it 
is necessary for each of them to coin a different name 
for a single substance such as stilboestrol or mandelic 
acid; whether it is necessary for each of them to 
market a different local anaesthetic, barbiturate, and 
analeptic; and whether in matters of nomenclature 
and advertisement they might not be wiser to copy 
American rather than German methods? 

The first economy is not to use drugs unless they are 
necessary. Advertisements for purgatives bulk very 
large in our post-box and the Press, yet experts con- 
tinue to warn us that purgatives are usually not only 
unnecessary but actually harmful. Most of the drugging 
of the ‘common cold and the simple fevers is equally 
ill advised. It is a pity that medical students are not 
expected to know the cost of drugs as well as their 
doses, or to study books such as the National 
Formulary, in which useful lists of equivalents and 
alternatives are given. For want of this basic training 
physicians and surgeons are often unaware of the dis- 
crepancy in prices between preparations under official 
and proprietary names. This is particularly true of 
hypnotics, local anaesthetics, and the numerous anal- 
gesic tablets. Every time a new barbiturate is intro- 
duced the physician should remind himself that chloral 
hydrate and paraldehyde remain the cheapest and best- 
tried hypnotics. 

Alkaloidal salts which may be difficult to obtain— 
such as ephedrine, atropine, hyoscine, and ergometrine 
—should only be prescribed when absolutely necessary. 
Codeine salts are expensive ; aspirin and phenacetin are 


comparatively cheap. Calcium carbonate, magnesium 
carbonate, and kaolin can often successfully replace 
bismuth carbonate in compound alkaline powders. 
Stilboestrol and kindred synthetic oestrogenic sub- 
stances are much cheaper than the actual female 
hormone, and should be used whenever possible. 
Expensive highly specific drugs should not be pre- 
scribed for non-specific purposes. There are cheaper 
bitter tonics than quinine. Again, the drug sulpha- 
pyridine is at present irreplaceable in the treatment of 
pneumonia- and gonorrhoea, but the much cheaper 
simple sulphanilamide is at least as effective in strepto- 
coccal infection and pyelitis, and probably in cerebro- 
spinal fever also. No other compounds in this group 
can show the same proofs of efficacy, and parenteral 
administration of the expensive soluble derivatives is 
rarely justified. Vitamins are meant for avitaminosis, 
and should not be used for conditions which would 
respond as well to a few chips of quassia. Oral 
extracts of liver are practically never indicated, and in 
the treatment of pernicious anaemia liver should be 
given by intramuscular injection; the same amount of 
liver will then go a hundred times as far. 

Too often, again, money is wasted on expensive 
excipients or solvents such as syrup or alcohol. The 
British Pharmacopoeia (1932) introduced standardized 
powdered drugs, but the hope that they might be widely 
prescribed has not been fulfilled. Digitalis pulverata, 
belladonna pulverata, ergota praeparata, ipecacuanha 
pulverata, and nux vomica pulverata are typical 
examples. The prescription of these would save 
alcohol and reduce cost, and as they are available in 
tablets the smaller bulk would simplify problems of 
storage and transport. Digitalis and ergot in tablet 
form are also more stable than any liquid preparations 
of the drugs. If mixtures are essential the liquid 
extracts should more often be used instead of the 
corresponding tinctures—for example, liquid extracts of 
hyoscyamus, nux vomica, ipecacuanha, senega, etc. 
The mixtures in the National Formulary have all been 
formulated on this principle. Concentrated medicinal 
waters, such as concentrated peppermint water and 
concentrated dill water, and flavouring tinctures like 
tincture of orange, contain high percentages of alcohol 
on which no rebate may be obtained and are therefore 
unduly expensive. The concentrated waters may be 
replaced by emulsions of the volatile oils in water— 
for example, emulsio olei menthae piperitae (B.P.C.). 
A whole article could be written on unnecessary bulk 
in the dispensary and the waste of money in transport 
of diluents and containers. For example, hydrogen 
peroxide should be transported in the concentrated 
100-volume strength and diluted to the pharmacopocial 
standard in the dispensary. Every hospital with a 
pharmacist should make its own distilled water and 
sterile solutions and be prepared to supply them in its 
area of service instead of importing them in flasks 
and Winchesters. 
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TARRED ROADS AND LUNG CANCER 


The internal combustion engine and the modern roads 
which it has made necessary have been charged with 
much evil, including responsibility for an increase in 
cancer of the lung. Argyl! Campbell’ concludes from 
experiments on mice that the road dust stirred up by 
vehicles is the most dangerous source of carcinogenic 
agents. He used mice in which the incidence of spon- 
taneous lung tumours was about 8 per cent. The inci- 
dence rose to 80 per cent. in some experiments when 
the mice were repeatedly exposed to atmospheres con- 
taining road dusts. Tar extracted from the dusts of 
tarred roads was painted on the skin of mice and pro- 
duced skin cancers. The carcinogenic agent thus 
demonstrated was not, in Campbell’s view, the sole 
cause of lung tumours, since these were increased, 
though less conspicuously, by dusts from which the tar 
had been extracted. Kling, Samssonow, and Heros” 
painted mice with a road tar and observed skin cancers 
and a high incidence of lung tumours. They detected 
1:2-benzpyrene in the tar by its fluorescence spectrum. 
Later® they reported that road materials absorbed 
benzpyrene and held it firmly, and they attributed the 
activity of Campbell’s extracted dusts to the incomplete 
removal of benzpyrene. Their conclusion is that road 
tar is one of the factors responsible for an increase in 
cancer of the lung ; it contains the undoubtedly carcino- 
genic substance 1:2-benzpyrene, which should be 
removed. This conclusion was vigorously contested in 
the discussion at the Académie de Médecine of Paris, 
and subsequently Guglielminetti* denied that benz- 
pyrene was present in road tar in the quantities alleged, 
that an increase in lung cancer coincided with the intro- 
duction of tar for road surfacing, or that road tar was 
concerned in the aetiology of cancer of the lung in 
man. Previously, Kennaway and Kennaway’ had 
found no evidence that the tarring of roads had affected 
the incidence of cancer of the lung among the general 
population. The disagreement will not be resolved 
without laborious clinical and statistical inquiry, but 
one point at issue—the relevance of experiments on 
mice—is ripe for present discussion. 

Lung tumours are common in mice and are relatively 
benign. Murphy and Sturm® first recorded an in- 
creased incidence as the result of repeated applications 
of tar to the skin, the sites of application being varied 
in each mouse so as to avoid the production of skin 
cancer. The mode of action of the tar was disputed. 
Recent papers by Shimkin’ and Magnus‘ contain 
references to later investigations and record new results. 
Shimkin injected 1:2:5:6-dibenzanthracene or methyl- 
cholanthrene intratracheally into mice of a pure strain 
having an incidence of spontaneous lung tumours of 
20 per cent. Lung tumours developed in 90 per cent. 
of the mice, but Shimkin stated that intratracheal injec- 
tion was not so convenient or efficacious as intravenous 
injections, and he mentioned reports of increased inci- 


1 Brit. J. exp. Path., 1939, 29, 122. 

2 Bull. Acad. Méd., Paris, 1938, 120. 130. 
3 Ibid., 1939, 121, 784. 

Ibid., 1939, 122, 89. 

5J. Hyg., Camb., 1936, 38, 236. 

® J. exp. Med., 1925, 42, 693. 

7 Amer. J. Cancer, 1939, 35, 538. 

*J. Path. Bact., 1939, 49, 21. 


dence of lung tumours following the introduction of 
carcinogenic agents subcutancously, intraperitoneally, 
intrapleurally, and into the vagina and rectum. Furth 
and Furth? increased the incidence of lung tumours by 
injecting |:2-benzpyrene into the spleen, and remarked 
on the impossibility of the substance’s reaching the 
lung by inhalation. Magnus, using mice with a normal 
incidence of 4 to 8 per cent. Jung tumours, attempted 
to produce gastric cancer by injecting 1 :2:5:6-dibenz. 
anthracene into the stomach ; no gastric tumours were 
found, but lung tumours developed in 95.2 per cent, 
of the mice which survived more than six months. The 
lung tumours were attributed to the action of minute 
quantities of hydrocarbon aspirated into the lungs 
during the injections ; charcoal or carmine, similarly 
injected, was demonstrable in the lungs five minutes 
later. Magnus, Shimkin, and others observed that the 
lung tumours induced experimentally were identical in 
type with those which occurred spontaneously. Further- 
more, it was shown, notably by Lynch, that the 
incidence of spontaneous lung tumours in mice was an 
inherited character and that susceptibility to induced 
tumours was also inherited, the greatest number occur- 
ring in strains with the highest incidence of spontaneous 
tumours. The induction of lung tumours in mice 
therefore represents an aggravation of a spontaneous 
process, and in that respect is comparable with the 
induction of mammary tumours by oestrone or the 
increase in uterine tumours in rabbits observed by 
Burrows and Boyland'® after introduction of a carcino- 
genic hydrocarbon at another site. 

The experimental results yield two conclusions for 
consideration in discussions of the aetiology of cancer 
of the human lung. First, the lung may be affected by 
carcinogenic substances introduced at a remote site and 
producing no local effects ; secondly, the result of intro- 
duction of those substances may be conditioned mainly 
by the inherited susceptibility of the individual. 


FOOD AND NUTRITION OF CHILDREN 


As has been said before in these columns, it is un 
fortunate that the word “nutrition” has a dual meaning. 
At one time it is used to signify food (that which 
nourishes) ; at another the act or process whereby the 
nourishment of the body is effected. Both meanings 
are no doubt correct, and dictionaries give them both, 
but in medical literature and in publications dealing 
with problems of nutrition the word should be used 
only in the latter sense. Where food is meant the 
word “ nutriment” might be used to avoid misunder- 
standing—or perhaps better still “food.” These 
remarks are prompted by a study of the first two 
chapters of The Health of the School Child, the annual 
report of the Chief Medical Officer of the Board of 
Education for the year 1938, of which a short account 
appeared in the Journal of January 27. Chapter I is 
headed “ Nutrition,” and deals mostly with the physical 
state of children. Chapter II follows, on “ Provision 
of Meals and Milk.” As regards the physical state of 


* Amer, J. Cancer, 1938, 34, 169. 
10 Tbid., 1938, 32, 367. 
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the school child in 1938 it is difficult to determine for 
the country as a whole whether this is better than in 
previous years or not. Extracts from the reports of 
school medical officers suggest that on the whole im- 
provements continue from year to year. Judged by the 
method of “clinical assessment,” according to definite 
rules laid down some years ago, there has been a slight 
but steady decrease in the numbers recorded as 
“bad” ; the “ slightly subnormal ” group shows a slight 
increase in 1938, the “ excellent ” a slight decrease, and 
the “normal” stands about stationary over the past 
four years. It is suggested with some justification, 
however, that the standards may be rising, and hence 
“the improvement is and will be there, but... the 
returns will not show it.” This tendency is described 
as statistically embarrassing, but it is more than that: 
it surely makes the whole business of “ clinical assess- 
ment” of little scientific value. Height and weight 
measurements, with all the known fallacies and dis- 
advantages, would appear to be of greater use, and 
here, it is stated, “the steady and gratifying increase 
to which reference was made last year is again seen.” 
While, therefore, the state of nutrition of the British 
school child is somewhat speculative, there is little 
doubt about the effects which can be produced in 
groups of children by extra nutriment (or food). By 
March 31, 1939, the milk-in-schools scheme was in 
operation in 86.9 per cent. of the departments in public 
elementary schools, and 55.6 per cent. of all children 
in such schools were taking milk under the scheme 
either free or on payment, the highest percentage 
reached since the scheme was started, but still not 
high enough. “It is extraordinary,” states the report, 
“that there should still be so many parents who do not 
grasp the opportunity to supply their children at half 
price with a food so essential to health, growth, and 
development as milk.” Particular interest must be 
attached this year to the account given of the London 
County Council’s experiment with what is termed 
the “Oslo breakfast.” Adapted to the habits of 
London children this has become the “ health dinner,” 
and the ingredients have been somewhat modified to 
meet the national foods available. The meal consists 
of: salad (lettuce, or raw cabbage in winter, tomatoes, 
cucumber, and salad dressing); 14 ounces of cheese 
(Cheddar, Caerphilly, or Dutch) grated over the salad ; 
3 ounces of wholemeal bread ; 3/4 ounce New Zealand 
butter ; two-thirds of a pint of milk ; and a raw apple 
or orange. This was served to necessitous children at 
one centre in the East End of London and the results 
compared with those obtained at a neighbouring similar 
centre where ordinary hot dinners were served. The 
weckly average gains in height and weight were con- 
siderably greater in the group receiving the “health 
dinner ” ; there was also an improvement in the haemo- 
globin content of the blood and a disappearance of 
minor ailments, especially blepharitis. These results 
are of great interest, and we hope that the continuation 
of this and similar dietetic experiments will not be 
interrupted because of war-time conditions,, when, 


indeed, the very best must be made of available 


food if the nutrition of the school child is to be main- 
tained and improved. 


SURGICAL CLOSURE OF THE DUCTUS 
ARTERIOSUS 


Patent ductus arteriosus, which is not rare as an isolated 
congenital lesion, acts in the same way as an arterio- 
venous aneurysm, and may throw a great additional load 
upon the heart, increasing the output of the left ventricle 
several times. In some cases cardiac failure eventually 
supervenes. In another and perhaps larger group death 
occurs from subacute infective endarteritis. Rarely the 
ductus ruptures. Artificial closure of the vessel would, 
therefore, be very desirable in properly selected cases, and 
this has been done successfully by R.E.Gress.' Not all cases 
of patent ductus would be suitabije, for the arteriovenous 
shunt which it provides may be a help rather than a 
handicap to the circulation when certain other defects are 
present—for example, aortic valve stenosis, coarctation or 
hypoplasia of the aorta, and pulmonary stenosis. The 
extent of the leak through the ductus is another criterion, 
and this 1 indicated by symptoms and the pulse-pressure 
reading and not by the loudness of the murmurs. Some- 
times the ductus appears to be undergoing slow spon- 
taneous closure, and if evidence of this were present radical 
treatment would not be called for. On the contrary, 
evidence that its size was increasing would make operation 
more desirable. In his paper Gross included as unsuitable 
for operation cases in which subacute bacterial endo- 
carditis was already present, but in the following discussion 
he stated that it might be justified, chemotherapy being 
used subsequently. The operative procedure devised by 
Gross requires care and patience, and the location of the 
ductus and the neighbouring recurrent laryngeal nerve 
may take a long time. Nevertheless, in his four cases the 
post-operative reaction was remarkably slight and the 
convalescence short and free from complications. On 
closing off the ductus an immediate increase of 30 mm. 
Hg or more in the diastolic pressure was observed in all 
four, and some months after the operation improve- 
ment in the general condition and gain in weight were 
observed. Dr. Gross’s results represent a high technical 
achievement and constitute another step in the progress 
of cardiovascular surgery. Although the patients for 
whom the operation would be warranted might be very 
few, the benefit to the individual, if he is freed from the 
risk of fatal complications, is great. 


HYGIENE OF FIGHTING SHIPS 


The vast revolution in hygienic practice which has taken 
place in civilized countries during the last century is 
nowhere better illustrated than in ships of war. Many 
writers have described the sanitary conditions in an old 
wooden sailing-ship of the line. Below decks the spaces 
were pitch-dark, practically unventilated, little cleaned, 
and constantly fouled by vermin; beneath all was the 
smell of the bilge as a continuous and noisome accompani- 
ment to waking life. The mariners of those days were 
tough, but sickness was very common. Persens acquainted 
with the spotless cleanliness of an oil-driven battleship 
launched in !914 might suppose that the last word in 
naval hygiene had then been said, especially if the ship 
had never been in warm water and therefore never 
acquired a colony of cockroaches. On the contrary, Dr. 
R. Pirot’ maintains that there has been almost as great 
an advance in the last twenty-five years as in the similar 
period before the world war. Modern construction, which 
divides a ship up into a great number of small vertical 


1 Ann. Surg., 1939, 119, 321. 
2 Gaz. hebd, Sci. méd., 1939, 69, 526. 
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compartments with little horizontal communication, has 
evolved an incredibly complicated and complete system 
of ventilation by which fresh air is delivered under power 
to every remote corner, and the air in every flat is 
changed many times an hour. Power exhaust is used in 
places where the atmosphere is specially vitiated. The 
greater freeboard of the modern ship allows greater height 
between decks. The change-over to oil, by no means 
general in 1914, is now universal, and has made a great 
difference in cleanliness and in sparing the special ratings 
a species of periodical hard labour for which many of 
them are not physically fitted. Provision is also made 
to reduce the heat in the neighbourhood of machinery 
and to increase it in compartments exposed to outside 
temperatures. The temperature of incoming air is precisely 
regulated by steam or electric radiators in the ventilating 
system. Drinking-water tanks and pipes are now non- 
corrosive, and the water passes through local purifying 
and refrigerating apparatus. The cooking galleys are 
equipped with the most modern electrical machinery. 
Washing facilities have vastly improved, especially in the 
lavish provision of showers. The water-closets now con- 
form quite or almost to the best shore standards. It 
seems impossible for rats to flourish in a complicated all- 
metal contrivance like a battleship, but they have always 
been a problem and their disease-carrying properties are 
well known. The only way to exterminate rats in a ship 
is to prevent them from moving about and nesting and 
to deprive them of food. The vertical compartmenting of 
the modern ship helps considerably. The holes in the 
bulkheads through which pipes and cables pass are care- 
fully packed, and air vents are netted. The kitchens are 
clean and tiled; the numerous litthke dark corners or 
“ glory-holes ” of the older ship have been systematically 
abolished. Automatic cleaning devices and the preven- 
tion of greasy water escaping and lying about, the use 
of spun glass and fullers’ earth instead of vegetable 
insulating matter, and the elimination of wooden plank- 
ing have all contributed to making ships rat-proof. 
Perhaps most important is the better education of the 
officers and men composing the ship’s company in the 
way to make a ship a healthy place. 


BACTERIUM ENTERITIDIS INFECTION IN 
INFANTS 


In infants salmonella infections tend to produce a type of 
disease which has little in common with the usual mani- 
festations in adults. In the neo-natal period particularly 
the invasive power of salmonella organisms reaches a 
maximum, septicaemia being a frequent and fatal compli- 
cation. This is well exemplified by a series of cases 
described by Katharine J. Guthrie and G. L. Montgomery? 
from the Royal Hospital for Sick Children, Glasgow. 
With one exception, a boy of 13 years, the ages of the 
patients varied from 36 hours to 2 years, the majority 
being under the age of 1 month; of the twenty-eight 
patients admitted to hospital, no fewer than sixteen died. 
The first case was separated from the others both in point 
of time and as regards the infecting organism, which was 
the Bacterium enteritidis var. dublin. All the other cases 
occurred some seven to eight months after the first and 
within a few weeks of one another, mainly as the result 
of an epidemic in a maternity hospital ; all were infected 
with Bact. enteritidis (Gaertner). Three fatal cases, how- 
ever, admitted during the time of the maternity hospital 


outbreak, were apparextly infected from independent and — 


1J, Pach. Bact., 1939, 49, 393. 


distinct sources, since the patients had been born and 
lived entirely at home—two in widely separated districts 
in Glasgow, the third in a country town. Since they were 
admitted when moribund and post mortem had well- 
developed lesions, infection must have preceded their 


admission to hospital. All the children had severe 


catarrhal enteritis with septicaemia, while of those that 
died meningitis was present in the single patient admitted 
with the Dublin strain and in ten of the patients infected 
with the Gaertner organism ; in addition, purulent chole- 
cystitis was found in one-seventh of the fatal cases, 
including the Dublin infection. Although cases of 
Meningitis in infants due to salmonella organisms have 
previously been reported they are by no means common, 
while cholecystitis due to organisms of this group is a 
very rare complication in man, and no juvenile cases 
appear to have been recorded. The triad of acute enteritis, 
meningitis, and cholecystitis would seem in fact to form 
an entirely new syndrome in the human subject. Its 
nearest analogy is to be found in veterinary pathology, 
for young calves are extremely susceptible to infection with 
Bact. enteritidis var. dublin, which produces in them the 
disease known as “calf paratyphoid” or “ white scours.” 
In this condition various septicaemic parenteral lesions 
may develop, among them acute inflammation of the gall- 
bladder. The similarity between the disease in calves and 
in the children suggests, as do other epidemiological con- 
siderations, that the outbreak was most probably milk- 
borne ; unfortunately, however, it was impossible to trace 
the infections to a definite source. 


ARTERIAL EMBOLECTOMY 


In 1911 Labey (quoted by E. Key’) successfully extracted 
an embolus from the common femoral artery of a patient 
with impending gangrene. Unsuccessful attempts had been 
made in 1907 by Moynihan and Sampson Handley in 
this country and a successful result was obtained by 
Geoffrey Jefferson* in 1925. In Sweden Professor Einar 
Key performed his first and successful operation not long 
after Labey’s operation in America. An_ embolus 
jeopardizes the peripheral circulation not only because of 
its occlusive effect but because it soon gives rise to a 
secondary thrombosis associated with it. For this reason 
it is more likely to produce gangrene than ligature of the 
main vessel at the site of its lodgment. Symptoms are 
often sudden but may come on gradually, according to 
whether ischaemia is chiefly due to the embolus or to the 
associated thrombosis. The peripheral pulse usually dis- 
appears, and pain, numbness, coldness, and impaired func- 
tion produce the clinical picture. Although most of the 
patients who develop peripheral embolism are suffering 
from heart disease many regain normal function of their 


extremities after the successful removal of emboli and 


are afterwards able to lead normal lives, so that no attempt 
to relieve a patient so afflicted should be neglected. More 
emboli pass into the lower limbs than the upper, but 
Einar Key found that the results are best for the axillary 
and brachial arteries. He has successfully performed 
aortic embolectomy, and Geoffrey Jefferson*® also has 
had a patient from whose aortic bifurcation exposed by 
an Abernethy incision he massaged a clot into the left 
femoral artery towards an incision through which it was 
successfully removed. A. M. McMaster* records an 
interesting case in which he suggests that spinal anaesthesia, 


1 Brit. J. Surg., 1936, 24, 350. 

2 British Medical Journal, 1925, 2, 985. 
3 Lancet, 1938, 2, 1339. 

« British Medical Journal, 1939, 1, 441. 
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by relaxing spasm, caused an aortic embolism to pass on 
and become iliac. Successful iliac embolectomy was 
carried out. There is a good chance for the successful 
removal of an arterial embolus if the operation is done 
within six hours of the lodgment; after twelve hours 
the outlook is gloomy. Bearing this fact in mind, we 
should be on the look out for these cases with a view to 
early operation. Sweden has been much ahead of us in 
this respect, and, up to 1936, 382 embolectomies had been 
performed there. 


PRISONERS IN 1938 


In reporting on the health of prisoners during 1938,’ the 
Medical Commissioner (Dr. J. C. W. Methven) remarks 
that the statistics show very little change from year to 
year, but an interesting feature is the steady decline of the 
daily average number of patients in prison hospitals. The 
rule that a patient in hospital cannot benefit by the new 
earning scheme makes him anxious to return to duty at 
the earliest possible moment. So far from having to 
detect malingerers, the prison medical officer must now 
be alert to see that a prisoner who needs hospital care is 
admitted. The figures for insanity show little change, but 
the number of mental defectives reported to the courts 
has risen by forty-four. The surgical unit at Wormwood 
Scrubs continues to justify itself ; operations were per- 
formed on eighty-two adults and 131 boys from institu- 
tions throughout the country. There was no mortality 
and complications were rare. Many prisoners have ex- 


pressed gratitude for what has been done for them. Dr. 


Methven thinks that every prison system should ensure so 
far as possible that a prisoner is discharged to work at 
least as physically fit as he was on reception ; if this can 
be achieved recidivism may be appreciably diminished. 
The growth of the remand work at Wormwood Scrubs on 
young prisoners between 17 and 21 has been most marked 
in recent years. Of the prisoners on whom reports were 
requested 17 per cent. were either mentally defective or 
insane, and Il per cent. of those on whom reports were 
sent though not asked for were mentally defective. 
Although these reports throw a great amount of work 
upon the medical staffs they effectively prevent the im- 
prisonment of delinquents who should be dealt with other- 
wise. Dr. Methven repeats the request that a court which 
calls for a report on a remanded prisoner should send the 
fullest possible information about him. Considerable im- 
provement has been made in the sanitary arrangements 
and hospital accommodation in the older prisons. Many 
prison kitchens have been reconditioned and modern 
apparatus installed. This work is highly important, for 
prisoners’ diets cannot be reorganized until the kitchens 
have been adequately equipped. The establishment of 
nursing sisters at various male prisons has been increased, 
and experience has shown that not only are trained 
nursing sisters able to control difficult men prisoners but 
the efficiency of the nursing has been improved by their 
efforts. Referring to the recommendation by Dr. W. 
Norwood East and Dr. W. H. de C. Gilbert’ of a psychi- 
atric institution, the Medical Commissioner hopes that 
Borstal lads will not be sent to the same institution as 
older offenders. He adds that neither the advocates of 
spartan methods nor the advocates of exclusive psycho- 
therapy are likely to be right. Every prisoner is a distinct 


‘Report of the’ Commissioners of Prisons and the Directors of Convict 
Prisons for the Year 1938. (Cmd 6137.) HM. Stationery Office. 1939. 

The Psychological Treatment of Crime. HM. Stationery Office. 1939. 
(2s. 6d. net.) See also British Medical Journal, 1939, 1, 622. 


problem and needs a particular type of treatment. One 
criticism that he thinks just is that prisons are too stereo- 
typed. He hopes that the institution proposed by Drs. 
East and Gilbert will be provided. It would be expensive 
and its details would need anxious consideration, but it 1s 
necessary and its cost would be justified. More know- 
ledge is required as a basis for the selection of prisoners 
for psychological treatment. 


HYGIENE OF THE NEW-BORN 


The new-born baby is unfortunately often regarded as a 
sort of necessary but relatively unimportant by-product 
of obstetrical skill. At any rate such a conclusion might 
be reached by a visitor from Mars, who would find at 
most maternity institutions, private or public, that the 
baby, although existing as a separate being, had no room 
of its own, no special nurse, and usually no special 
records of its progress. Indeed, laboratory animals are 
often accorded better supervision, and certainly their 
records are infinitely better kept than in the case of many 
new-born babies. For these reasons a new chart intended 
to map the weight, temperature, and feeding details for 
the first month of life, which comes from Edinburgh, 
is to be welcomed as a valuable contribution to the solu- 
tion of the problem of the hygiene of the new-born.' A 
code of abbreviations and symbols facilitates recording 
the common disorders, and with correctly kept charts it 
should be easy for a paediatrician to supervise the care of 
a large number of babies, picking out at a glance those 
records which indicate need for a special examination of 
the infant concerned. Practitioners should also find these 
charts of value in their midwifery practice, since they pro- 
vide more reliable information—for example, about breast- 
feeding—than the vague statements of nurses. This new 
chart may be taken as symbolical of a movement, origina- 
ting largely among paediatricians, to secure better care of 
the new-born in an attempt to reduce the neonatal mor- 
tality, which still remains almost as high as in the last 
century. The mortality in the first year of life has been 
so spectacularly reduced that the almost stationary figure 
for the first month is in gloomy contrast. That neonatal 
mortality is mainly a problem in preventive medicine is 
shown by the report, also from Edinburgh, by Dr. Agnes 
R. MacGregor of a general investigation into pneumonia 
in the new-born.? In one hospital, which was old and 
overcrowded and in which the babies shared the adult 
wards with their mothers and were nursed by the same 
nurses, pneumonia was found at necropsy in 32.7 per cent. 
of the infants. In the second hospital, which was modern 
and not overcrowded, where the babies had their own 
nurseries and there was adequate isolation accommoda- 
tion, pneumonia was found at necropsy in only 20 per 
cent. Excluding the cases which occurred in the first few 
days of life, the aetiology of which is bound up with 
questions of intra-uterine infection and inhalation, 14 per 
cent. of the necropsies at the first hospital were in babies 
with pneumonia due to post-natal infection as compared 
with only 1.7 per cent. at the second hospital. Dr. 
MacGregor concludes this part of the report with the 
statement that “ pneumonia in the new-born due to post- 
natal infection is preventable and can be almost completely 
eliminated by scrupulous attention to hygienic principles 
that are already known.” 


‘Issued by Oliver and Boyd, Ltd., Tweeddale Court, Edinburgh. (Single 
copies, 2d. : 1 dozen, Is 6d. ; 100, 10s.) 
2 Arch. Dis. Childh., 1939, 14, 323. 
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SURGICAL PROCEDURES IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


TREATMENT OF IRRECOVERABLE 
PARALYSIS AFTER POLIO- 
MYELITIS—II 


BY 
H. J. SEDDON, F.R.C.S. 


Lower Limb 


Long experience has led to agreement on certain prin- 
ciples in the construction of appliances for the lower limb, 
and although there are certain local variations in  ter- 
minology and construction accurate prescribing is now as 
possible as it is desirable, for all intelligent appliance- 
makers are familiar with the terms in current use. 
Descriptive terms employed below will, I believe, be fairly 
generally accepted. 


Full-length Appliances 


The metal bars that protect the lower limb are called 
“steels.” and if full length are invariably double—inside 
and outside. Unless there is a condition in which the ring 
would serve some useful purpose-—for example, paralytic 
subluxation of the hip—a calliper splint should never be 
ordered. Long double steels united by a thigh band 


Fic. 7.—Showing use of flexion joint. 


superiorly are just as effective and much more comfort- 
able. The need for a pelvic band must always be con- 
sidered. It is necessary in every case in which muscles 
moving the hip are so poor that the patient is unable to 
control rotation ; without a pelvic band he never knows 
which way his foot will point at the next step. The pelvic 
band is connected to the lateral steel by a bar with a 
hinge ; if there is no hinge the pelvic band will dig into 
the trunk at every step, and ultimately the connecting bar 
will break. A joint allowing movement in the sagittal 
plane (flexion-extension) is often sufficient, but an addi- 
tional joint permitting not more than 15 degrees of abduc- 
tion allows of a better gait and is always necessary in 
heavy patients, who—because of the adduction and abduc- 
tion that occur at the hip in walking—may snap a connect- 
ing bar that hinges only in the sagittal plane (Fig. 7). 


This double joint, however, is expensive and should not be 
supplied except in appliances worn by adolescent and 
adult patients. In complete paralysis of both lower limbs, 
in which the patient requires crutches to enable him to get 
along by means of a tripod gait, joints permitting abduc- 
tion are dangerous, for if both lower limbs become 
abducted he has no means of getting them together again. 

Next we must consider the need for joints at the knee. 
In cases of permanent paralysis the value of such joints 
is that they allow the patient to flex the knee when sitting ; 
when he is walking the joints are locked in extension. 
Unless parents insist and meney is no object such joints 
should not be fitted to an appliance for a child. They 
add both to the weight and to the cost of the appliance, 
which of necessity must be renewed as the child grows, 
But joints are desirable in every full-length appliance sup- 
plied to an adult for permanent use (Fig. 8). 


FRONT 
ELEVATION 


Rinc Lock 


Fic. 8.—Knee-joint, allowing patient to flex the knee when 
sitting. 

Two methods of attaching the steel uprights to the boot 
are in common use. The simpler and cheaper is the round 
socket in the heel which permits movement on an axis 
just below the level of the foot (Fig. 9). More accurate, 
since it permits movement at the anatomical axis of the 
ankle (Fig. 10), is the joint at the level of the malleoli, 
with a flat socket in the heel The latter is naturally 
more expensive and should be reserved for permanent 
appliances for adults. 


Short Appliances 


These may be single or double according to the needs 
of the case. T-straps are used to control any tendency to 
valgus or varus deformity (Fig. 9), and springs to control 
a drop-foot or paralysis of the calf muscle (Fig. 11). 
Double T-straps give excellent control of a flail foot. It 
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should be noted that certain features of appliances need 
not be specified in a prescription; a good appliance- 
maker takes them for granted. All transverse bars and 
straps, and the knee-cap in a full-length appliance, need 


Fic. 11. 
Fic. 10.—Flat socket in heel and joint at ankle. 
Fic. 11.—Toe-raising spring. 


Fic. 10. 


CORK INSET 


INSET 
Fiss. 124 and 12s. 


not be mentioned, unless the surgeon desires a modifica- 
tion of the usual pattern. In appliances for children it is 
usually assumed that a sliding adjustment to allow for 
growth will be included (Figs. 9, 10, and 11). 


Shortening of more than a slight degree (half an inch 
in a child, one inch in an adult) calls for a high shoe or 


boot. It is rarely necessary to compensate fully for 
shortening, and the most satisfactory method of deter- 
mining the lift required is to get the patient to stand with 
blocks under the short limb and to observe the lowest 
block that gives him a comfortable stance. A lift of 
equal thickness at heel and tread is unnecessarily heavy 
and cumbersome, and a moderate degree of equinus is 
always permissible. An exampie of a proper prescription 
is: “three-quarters of an inch inside lift, sloping to a 
quarter of an inch at tread.” Moderate lifts (up to two 
inches) should be housed inside the upper of the shoe ; 
but anything greater should be part of the sole, so that 
the upper need not be an enormous leather bag containing 
a cake of cork or balsa wocd of the same superficial 
dimensions as the sole of the foot (Figs. 124 and 12s). 


Examples of Orders for Appliances 


Below are given examples of the more important types 
of paralysis, together with the prescriptions for appliances 
appropriate to each. 


Flail Lower Limbs: No Shortening: Adult——Long double 
uprights R. and L.; pelvic band with joints to allow flexion ; 
joints with ring locks at knees; ankle-joints, flat socket in 
heels, double T-straps ; boots.* 

Right Hip Controlled (that is, flexors and extensors work- 
ing): Flail below Hip: Two Inches Shortening : Child—Long 
double uprights R.; no joints at knee; surgical boots, R. with 
one and a half inches inside liftt sloping to three-quarters of 
an inch at tread ; round sockets in heel, double T-straps. 

Quadriceps, Dorsiflexors of Foot, and Peronei Paralysed : 
Three and a Half Inches Shortening : Adult (Left Lower Limb). 
-—-Long double uprights L.; joints with ring locks at knee; 
surgical boots, L. with two and three-quarter inches outside 
lift sloping to two inches at tread ; ankle-joints with toe-raising 
spring, flat sockets in heel. 

Paralysis of Dorsiflexors, Peronei Active, Right Foot 
Equino-valgus No Shortening: Young Adult prepared to 
have the Foot Stabilized Six Months Hence.-—-Short outside 
steel R.; round socket in heel (for cheapness, as it is only 
temporary), toe-raising spring, inside T-strap (to prevent ever- 
-sion) ; shoes (because appearances matter). 

Flail Right Foot: Half an Inch Shortening : Child.—Short 
double steels R.; round sockets in heel, double T-straps ; 
boots (no lift necessary because half an inch of shortening 
may be ignored). 


These examples should suffice to indicate the lines on 
which the surgeon proceeds when ordering appliances. 


OPERATIVE TREATMENT 

An appliance, however well made, is always a burden 
to the patient, and to everyone 1s the hall-mark of the 
cripple. It ts the duty of the orthopaedic surgeon to 
advise operation whenever the need for an appliance can 
be abolished by reconstructive surgery. 

As in the upper limb, the operations at our disposal are 
arthrodesis and tendon transplantation, with emphasis on 
the first, since in the lower limb stability is the chief 
consideration. There are six general observations worth 
bearing in mind: 


1. Involvement of one lower limb, however extensive, can 
generally be benefited by operation, but the other limb must 
be normal or approaching it. 

2. The possibility cf abolishing appliances by operation in 
a case of widespread unilateral paralysis is diminished if there 
is ligamentous laxity of the knee. 


* This means that as there is no shortening ready-made boots 
are to be supplied if possible. ; 
{~ This should be sufficient for two inches of shortening. 


t 
Fic. 9.—-Short steel with round socket in heel: outside T-strap. Pea 
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3. Another unfavourable factor is excessive weight. 

4. Extensive abdominal or spinal paralysis also adds to the 
difficulties. 

5. Every case of paralysis below the knee, however severe, 
can be dealt with effectively by operation, so making an 
appliance unnecessary ; therefore the indication for operation 
on a paralysed foot often depends on whether paralysis above 
the knee is such as to make an appliance indispensable. It is 
futile to advise stabilization of a paralysed foot if after the 
operation the patient will still have to wear an appliance to 
control a more proximal paralysis. 

6. In general, tendon transplantations may be performed 
at any age, but arthrodesis is best deferred until the child is 
at least 11 years old, so that there may not be too much 
retardation of growth of the foot as a result of resecting 
surfaces at which growth occurs. 


The Foot 


Here we may safely say that any paralysis requiring 
a short appliance—that is, there is nothing seriously wrong 
above the knee—can be benefited by operation. So far 
as the type of operation is concerned surgeons may be 
divided into two classes: those who are looking for or 
think they have found a method that is applicable to 
almost every type of paralysis of the foot, and those who 
have a number of methods at their disposal, the operation 
selected in any particular case being determined by the 
exact distribution of the paralysis. The most famous 
“universal” operation was the type of astragalectomy 
devised by Whitman; but it has gradually lost its 
popularity, as most orthopaedic surgeons have wisely given 
up their search for a panacea in favour of developing 
different methods to suit different requirements. 

It is tempting at this point to enter upon a discussion 
of the various operations in current practice; but this 
would be outside the scope of a general article, and it ts 
still to some extent a controversial subject (Fig. 13). 


8 


Fic. 13.—Example of an_ operation for drop-foot 
(Lambrinudi’s operation). a, Tacing from a radiograph taken 
with the foot in full plantar flexion. The shaded area indi- 
cates the amount of bone to be removed in order to obtain 
satisfactory locking at the ankle when a lift of 14 in. is 
required B, The same foot after operation. c, The same 
foot made to lock at a few degrees below the right-angle. 
The only difference in the planes of bone section is in the 
astragalus, where the bone should be divided at x. 


Knee and Quadriceps 


At first sight it would appear that paralysis of the 
quadriceps is a most disabling condition, but this is far 
from being the case. Provided that the knee is capable 
of full extension or, better still, slight hyperextension, 
stability in walking can be ensured by making the foot 
work in equinus. The happiest cases are those in which 
the foot is already held in equinus by a slight contracture 
of the Achilles tendon. When weight is borne on the foot 
the toe comes into firm contact with the ground, and in 
trying to get the heel down the patient extends the knee 
by the weight of his body. Once extended the joint is 
moderately safe and stable. This action of the foot in 
equinus is so important that a shortened Achilles tendon 
should never be lengthened if there is the slightest risk of 
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interfering with the locking of a knee where the quadriceps 
is paralysed or weak. So valuable is this mechanism 
that two operations are employed, either together or singly, 
to bring it into play. A foot may be deliberately stabilized 
in equinus in order to give the patient control of a 
knee that previously was unstable, and a supracondylar 
osteotomy is sometimes used to produce a slight genu 
recurvatum at a joint which fails to extend completely 
and for this reason remains unstable. If a patient with 
paralysis of the quadriceps has a strong gluteus maximus 
he may well be considered fortunate ; for this most power- 
ful muscle, by pulling the femur into a position of exten- 
sion at the hip, assists in extending the knee when the 
foot is firm on the ground. 

Very occasionally it is possible to restore active exten- 
sion at the knee by transplantation of the biceps femoris 
or tensor fasciae latae. 


The Hip 


A number of operations have been described to remedy 
paralysis of the extensors and abductors of the hip, but 
the opportunities for employing them with a reasonable 
prospect of success are very infrequent. There is but one 
reliable operation—arthrodesis—available for the flail or 
poorly controlled hip-joint, and then only in cases of 
unilateral paralysis. It is so reliable, however, that, pro- 
vided the patient is not too heavy or the ligaments of the 
knee too lax, a completely flail limb may be made reason- 
ably stable and entirely free of an appliance by a 
combination of arthrodesis of the hip and_ stabilization 
of the foot in equinus. 


Short Leg 


A high boot is only one degree less hateful than a metal 
appliance, and many patients are glad to submit to an 
operation that will equalize the length of the lower limbs. 
Such treatment (bone-shortening and bone-lengthening) 
has now passed beyond the experimental stage, and excel- 
lent results have been shown, particularly in the United 
States, and, in this country, by Allan of Birmingham. 


The Spine 


Paralysis of any of the muscles controlling the spine 
must be taken seriously, as that most fearful of all 


paralytic deformities, scoliosis, may result from a dis- 


Fic. 14.—Full spinal support. 


turbance of the balance of the spinal or abdominal 
muscles. This is the reason for that wise practice of 
keeping patients with trunk paralysis in bed much longer 
than is required for paralysis of even the most important 
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of the muscle groups of the lower limb. Even so, I have 
seen structural scoliosis appear during the period of 
recumbency—due to unequal recovery in the abdominal 
or spinal muscles. For minor degrees of weakness of 
the belly wall an ordinary abdominal belt is sufficient, but 
should there be the slightest suggestion of curvature of the 
spine a full spinal support (Fig. 14) is advisable. Unfor- 
tunately paralytic scoliosis is often found in patients 
who have extensive involvement of the lower limbs and 
are compelled to wear double full-length appliances. Add 
to these a spinal support articulated with the appliances, 
and the unfortunate victim becomes incarcerated in a 
heavy scaffolding of metal and leather. This has led me 
to follow a policy that may be bold but is, I think, justi- 


fied. In a case such as I have described a light belt is fitted. 


If the scoliosis progresses then the affected part of the 
spine is stabilized by an extensive (often two-stage) fusion 
operation. This procedure is exactly comparable with 
stabilization of a paralysed foot, and, as in the foot, it 
renders the wearing of an appliance unnecessary. Even 
in cases in which a strong metal support is supplied the 
curvature not infrequently continues to increase, and this 
is an additional inducement to advise fusion of the spine 
whenever a paralytic scoliosis becomes anything more 
serious than a slight general curvature. 

Certain drawings (Figs. 3, 4. 5. 7, 8. 9, 10, 11, 12, and 14), 
without which much of this article would have been unintelli- 
gible, were made under the direction of Mr. Geoffrey Ernst, 
to whom I am greatly indebted for many helpful suggestions. 
Fig. 13 is reproduced from the British Journal of Surgery, 
1937, 25, 284. by kind permission of the publishers, Messrs. 
John Wright and Sons, Ltd., Bristol. 
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ACADEMIE DE MEDECINE. 1820-1939 

The list of members. associates, and correspondents of the 
great Académie de Médecine of Paris’ provides the dates of 
birth. death, election, and the places concerned with these 
events of about 2.250 men of distinction. It is introduced by a 
historical preface which mentions that the Academy was 
created by Royal Command on December 20, 1820, to supply 
the Government needs as regards public health. epidemics 
and other forms of disease, the promotion of vaccination, 
new and secret remedies. mineral waters both natural and 
artificial. It took the place of the Royal Society of Medicine 
and the Surgical Academy of France, which had both been 
suppressed by the Convention in 1793, and thus brought 
together the physicians and surgeons, who in the eighteenth 
century were on hostile terms. Originally the new Academy 
had three sections—of medicine, surgery, and pharmacy— 
each of which met fortnightly ; but this was not a success, and 
in 1829 the number of sections was expanded to eleven, and 
many changes in the organization have been made since. 
There are now a number-of grades: members in six sections ; 
associates—national (twenty), not resident in Paris, and foreign 
(twenty): national correspondents divided into six sections, 
and foreign also in six sections. This historical note is 
modestly signed by the initials C. A., which may safely be 
assumed to be those of the secretary-general, Professor Charles 
Achard. who became junior secretary in 1919 and since 1921 
has held the senior post. Originally the presidency and the 
secretaryship were perpetual, and Portal was president until 
his death. The perpetual secretariat was abolished in 1920. 
and in its place a general secretaryship was created tenable 
for five years, the holder being eligible for re-election for 
one further term of five years: but in 1925 these restrictions 
Were removed, and this would appear to be a high tribute 
to the present secretary-general. The biographical index 
should obviously be in every medical library. 


_) Index Biographique des Membres, des Associés, et des Correspondants de 
VAcadémie de Médecine de Décembre 1524 a Juillet 1939. Paris: Masson et 


je 1923S 


BUST OF LORD MOYNIHAN AT LEEDS 
GENERAL INFIRMARY 


A bust of the late Lord Moynihan, the work of Sir 
William Reid Dick, R.A., has been presented to the Leeds 
General Infirmary and placed at one end of the main hall 
in such a position that it can be seen from the front 
entrance. In recognition of Lord Moynihan’s outstanding 
services to that institution a ward (No. 4) had already 
been named after him. He entered the Leeds Medical 
School as a student over half a century ago, and his first 
appointment was as house-surgeon at the infirmary. For 
many years he was surgeon and in later life honorary con- 
sulting surgeon on the infirmary staff and professor (after- 
wards emeritus) of clinical surgery in the university. The 
bust has been subscribed for by more than 300 persons, 
including former patients and friends of Lord Moynihan, 


colleagues on the board of management of the infirmary, 
members of the honorary medical and surgical staff, and 
past and present students of the medical school. Some 
of the subscriptions have come from as far away as 
China, India, and Brazil. 

This striking piece of sculpture, which was exhibited 
at the Royal Academy last year, is finished in dull white 
marble and shows Lord Moynihan in his robes as Presi- 
dent of the Roya College of Surgeons, which office he 
held from 1926 until 1932. Sir Edwin Lutyens, president 
of the Royal Academy, has collaborated with the sculptor 
in designing the pedestal and niche. The inscription bears 
the word *“ Moynihan ” and the years in Roman numerals, 
1865 and 1936, which were those of Lord Moynihan’s 
birth and death. In his carving of the features the 
sculptor has seized the characteristics familiar to those 
who knew him. It had been intended that the presenta- 
tion of the bust should be the occasion of a formal un- 
veiling ceremony by Mr. Hugh Lett, the present President 
of the Royal College of Surgeons, but the circumstances 
of the war caused the ceremony to be posiponed 
indefinitely. 

[The photograph reproduced is by the Yorkshire Post.) 
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TREATMENT OF VENEREAL DISEASES 


TREATMENT OF VENEREAL DISEASES 


The various factors which in war time favour the spread 
of venereal diseases among the population are, or should 
be, well known, and the recent circular from the Ministry 
of Health to local authorities on the need for maintain- 
ing and, where necessary, extending facilities for treat- 
ment has not been issued a moment too soon. It first 
emphasizes that if we are to avoid the great drain on 
national resources which resulted from the increase in 
venereal diseases in the last war, not only must existing 
treatment services be maintained but they must be ex- 
tended, us required, to cope with outbreaks in places 
where attendance at treatment centres is not convenient. 

The Ministry recognizes that the claims of other work may 
result in the loss in some areas of staff experienced in the 
treatment of venereal diseases, and suggests that other medical 
men in the locality who are unlikely to be moved should 
undergo some training in the work of treatment centres so 
that they could, if necessary, replace their colleagues. A list 
of practitioners skilled in this work who might be available 
for whole- or part-time service in centres other than those in 
which they are now working is held by the Ministry of Health, 
and local authorities who are unable to obtain medical men 
from other sources should apply to the Department for names 
from this list. 

To ensure that new outbreaks become known to local 
authorities as early as possible, medical officers of health 
should invite medical officers of Service units in their areas 
to keep them informed of new infections among either the 
men or members of the auxiliary women’s organizations under 
their charge. The medical departments of the three Services 
have already instructed their medical officers to collaborate in 
this way. Local doctors can also help by giving similar 
information concerning civilians, but in all cases, whether 
Service or civilian, the patient’s name should not be revealed. 


Mobile Treatment Units 


The Ministry considers that in many areas additional treat- 
ment centres will be required, and that these may be estab- 
lished in the form of mobile units fully equipped and staffed 
for the purpose. The decision as to the areas in which mobile 
units should be organized must rest with the local authority. 
but where local conditions—such as large numbers of troops 
or munition workers, or other movements of population— 
favour the spread of venereal diseases it might be advisable 
to provide a unit in advance, and not after a number 
of infections have occurred. The staff of the unit should 
include a specialist in venereal diseases, a nurse, an orderly, 
a driver, and, if necessary, a clerk. An appendix to the 
circular lists the recommended equipment. The administration 
of the unit and similar details are matters to be settled by 
local authorities, perhaps in consultation. with neighbouring 
authorities. according to local circumstances, but it is suggested 
that the unit should operate over an area having a radius of 
thirty miles and should hold sessions in any buildings best 
suited for use as temporary treatment centres. The medical 
officer of the unit should watch the position in his area so 
that he can advise where new treatment facilities should be pro- 
vided. Additional treatment centres at institutions not hitherto 
approved will require the Minister's sanction. 

The circular reminds medical men in reception areas of the 
need for special attention to problems of prevention and cure 
of vulvo-vaginitis, and. finally, recommends local authorities to 
avail themselves of the services of the British Social Hygiene 
Council in the important work of instructing the public about 
venereal diseases. 
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Reports of Societies 


According to the United States National Health Survey 
the prevalence of blindness is greater among men than among 
women. For every one hundred blind women one hundred 
and eleven men were affected. Nearly twice as much blind- 
ness was found among coloured people as among white. 


GAS INJURIES TO THE EYE 


The meeting of the Section of Ophthalmology of the 
Royal Society of Medicine on January 25, Mr. MALCOLM 
HEPBURN presiding, was devoted to a discussion of gas 
injuries to the eye. 


Mustard-gas Cases in the Last War 


Mr. M. H. WHITING, confining his remarks to his experiences 
with mustard gas in the last war, said that mustard gas was 
first used by the German army in July, 1917, and in that 
year 52,452 gas casualties were admitted to clearing stations 
on the western front. The cases were of three degrees of 
severity: (1) slight (75 per cent. of the whole), with little or no 
corneal affection ; (2) moderate (15 per cent.), with slightly 
roughened cornea: and (3) severe (10 per cent.), with the 
cornea definitely stained. The first class were fit for duty in 
from one to four weeks, the second class in from four to six 
weeks, and many of the third class were evacuated to England 
and required long periods of treatment. The pathological 
changes were only examined in the cases very severely 
affected. These showed denudation of corneal epithelium 
with flattening of the remaining cells. The changes produced 
by gas were almost instantaneous, and any measures directed 
to the chemical neutralization of the gas were not likely to 
help recovery. Treatment must be directed to the results of 
exposure. The cases of late corneal degeneration were only 
a small fraction of the total number of cases affected, and 
some of these were less the result of actual injury with gas 
at the time than of improper treatment in the later stages of 
the condition. Mr. Whiting added that the civilian population 
of England was now much better prepared to meet gas attacks 
than was the Army in France in the last war, but he felt that 
there was a danger that the public might be unduly obsessed 
concerning gas risks. Gas attacks would be a waste of 
energy, and attacks with high explosive and incendiary bombs 
werc much more likely. 

Mr. R. E. BICKERTON said that of the various gases used in 
the war phosgene was the most dangerous to life, but was 
practically without effect on the eyes either immediate or 
remote. The first gas used in the war, in the spring of 1915 
in the neighbourhood of Ypres, was chlorine, bromine, and 
prussic acid. This again. while producing oedema of ihe 
lungs, was more irritative than destructive so far as the eves 
were concerned. Lacrimatory gas was the least harmful of 
all, causing conjunctivitis and much watering but few after- 
effects. All these gases, however, were very apt to light up 
previous conjunctival and corneal affections, particularly eld 
interstitial keratitis. Mustard gas above all others caused pain 
and destruction of the eyes and lungs. Its earliest effect was 
a destruction of the corneal epithelium, leaving bare Bowman's 
membrane, which rapidly softened and offered little protec- 
tion to the lamellae of the cornea between the layers of which 
the gas solution percolated: keratitis took place, ending in 
keratomalacia and the bulging and giving way of the cornea. 
These changes mostly occurred in the lower third of the 
cornea, where the tears formed a liquid solution of the gas, 
so that the gas was more readily absorbed and went deeper. 
Most destruction was caused in eyes showing a marked arcus 
senilis ; the entire arcus became dissolved, as it were, leaving 
a deep and dangerous groove. Chlorine was the only 
known antidote to the mustard-gas group, and a solution of 
sodium hypochlorite (1/800 or 1/1,000), used immediately as 
a lotion, might mitigate the severity of the damage or stop it 
altogether. 


Delayed Action of Mustard Gas 


Mr. T. J. Puittirs of the Royal London Ophthalmic 
Hospital described the delayed action of mustard gas. His 
observations covered a number of men who were gassed in 
the last war. They had been unable to open their eyes for 


sign 
trea’ 
eve 
1/2 
heal 
and 
to | 
mak 
effec 


resul 
actic 
conj 
quiel 
he g 
lense 
impr 
mair 
and 

renc 
recul 
furth 
fitted 
Was 

tectir 


M 
of ce 
burn 
obse) 
diffic 
impr 
larity 
mark 
coulc 
those 
suffic 
to 
life. 
lense 
Tepla 
Other 


abo 
at | 
was 
pho 
quit 
gass 
in t 
i He 
was 
the 
was 
low 
in @ 
in a 
be 
of t 
usu 
lubr 
tars 
treal 
also 
only 
j 
pers 
men 
resu 
The 
the 
a mi 
conc 
| 
| 


Fes. 3, 1940 


GAS INJURIES TO THE EYE 


THE British 187 
MEDICAL JOURNAL 


about a week after the gassing, and had had treatment as 
in-patients for an average of from four to six months. When 
at last discharged they had been free from trouble for from 
ten to fourteen years. The onset of the delayed keratitis 
was marked by one or more of three symptoms: lacrimation. 
photophobia, and failing vision. The history showed that 
quite a number of these men were in cellars of houses when 
gassed. There were no histories of men having been gassed 
in the open if it was raining or if there was a ground mist. 
He had been unable to elicit from any of the men that the gas 
was in droplet form. Some said that nothing was seen at 
the time of the attack until the gas was smelt, and then it 
was too late: others said that the gas had the appearance of 
low-lying smoke. From these histories it seemed evident that 
in a gas bombardment it was safer to be in the open than 
in a building, especially in a cellar; also that the mask should 
be worn as soon as the bombardment started. as the action 
of the gas was almost instantaneous. 


Most of these men had been having treatment for years. 
usually saline irrigations, instillation of mydriatics. and 
lubricants. The cases that did best were those which had had 
tarsorrhaphy up to the time of fitting a contact glass. Those 
treated by mydriatics and lubrication with pad and bandage 
also showed good results, but those who had had lubricants 
only did not do so well. Mr. Phillips discussed the clinical 
signs of the acute and chronic stages, and then went on to 
treatment. He found that the best treatment for the acute 
eye Was irrigations with saline or potassium iodide and a 
1/2 per cent. instillation of hyoscine. He had found hyoscine 
heal up ulcers which had refused to improve on atropine. 
and he thought it better to apply hyoscine and paroleine than 
to use oily hyoscine or atropine. The castor oil used in 
making up oily hyoscine and atropine had some harmful 
effect on the healing of the epithelium. If the ulceration 
persisted he gave the patients. in addition to the above treat- 
ment. two administrations of short-wave diathermy. The best 
results Were obtained with a wave-length of about 16 metres. 
The diathermy helped to clear up any iritis and thus gave 
the cornea a better chance of healing. It also produced 
a marked vasodilatation of the eye. In his opinion the corneal 
condition in these delayed cases was not produced by the 
direct action of mustard gas many vears ago. but was the 
result of the gradual cutting off of the blood supply due to the 
action of the gas on the vessels themselves and on the sub- 
conjunctival layers. When the methods described had 
quietened the eye. though failing to cure the corneal lesion, 
he gave three or four doses of local ultra-violet light. Contact 
lenses were afterwards fitted in suitable cases, giving an 
improvement in vision which in most of the cases had been 
Maintained. Of seven hospital cases treated in this manner 
and fitted with contact glasses in 1937 none had had recur- 
rences, and of seven private patients there had been small 
recurrences in only two, both healing in a few days after 
further treatment. He thought that such cases should be 
fitted with contact glasses as early as possible. even if there 
Was no evidence of activity. as this was a sure way of pro- 
tecting an insensitive and ill-nourished cornea. 


Value of Contact Lenses 


Mr. HUMPHREY NEAME related some experiences of the use 
of contact lenses in cases in which there had been mustard-gas 
burns of the cornea. His remarks referred to ten cases 
Observed at the Ministry of Pensions Clinic. Millbank. Much 
difficulty was experienced in attempting to obtain visual 
improvement with spectacle lenses owing to the gross irregu- 
larity of the corneal surface. but in most cases there was 
marked improvement in vision, to the extent that useful work 
could be done by the patient on fitting a contact lens. In 
those cases in which the vision with these lenses was not 
Sufficient for ordinary work the patient was at least enabled 
to go about by himself and to obtain some enjo}ment out of 
life. Some complained of blurring of vision after wearing the 
lenses for a2 few hours. In certain cases the taking out and 
replacement of the lens was sufficient to overcome this: in 
Others an hour or so had to elapse before vision was 


restored. It was very difficult to build up a reasonable theory 
as to the mode of operation of the contact lens. He believed 
that a Saemisch section of the cornea in an ordinary hypopyon 
ulcer stimulated corneal vascularization and so encouraged 
healing of the ulcer. One case of hypopyon ulcer that 
developed as a complication of mustard-gas burn was treated 
by section without the least benefit, and the eye had to be 
excised. The operation did not seem to have any appreciable 
vascularizing effect. 


Experiments on Neutralization of Mustard-gas Effects 


Squadron Leader Lyte and Flight Lieutenant WALKER 
described some experimental work in which they had been 
engaged with Wing Commander Livingston on the neutraliza- 
tion of the effect of mustard gas. The work showed that if 
the eves of rabbits had been exposed to mustard gas, injections 
of ascorbic acid had a marked neutralizing effect, and a 
cheaper preparation—sodium thiosulphate—had proved almost 
as good. A note was also read from Professor JoHN Eyre, 
consulting bacteriologist to Guy’s Hospital, who stated that he 
had been testing a commercial preparation labelled “ pilgrim 
tablets.” and had satisfied himself that as a decontaminant 
for skin lesions it was superior to either of the official 
preparations—namely, anti-gas ointment No. 2 and _ chlor- 
amine-T ointment—neither of which must be allowed to come 
into contact with the eye. The essential hypochlorite was 
freely soluble in water, and clinical observations had shown 
that solutions up to a concentration represented by | tablet 
in 5 c.cm. of water were tolerated by the human eye, 
naturally with less discomfort if the solution was first 
filtered. Attempts had been made to neutralize the effect 
of mustard gas in the exe of the rabbit, and the results 
of treatment with this preparation appeared to be due not 
merely to irrigation with a bland fluid but to at least a partial 
neutralization of the mustard gas. Dr. C. |. B. Voce said 
that he had been working for some years on the special 
dehydrated form of bleaching powder, the chemical side of 
which had been reported on by Professor Eyre. It was 
extraordinarily stable and non-alkaline, it did neutralize 
mustard gas, and could be tolerated by the eye. 


First Aid 


Mr. Linpsay Rea complained that nothing said that evening 
was likely to help the battalion medical officer or the medica] 
officer at the first-aid post, the field ambulance, or the casualty 
clearing station, through all of which the gassed man had 
to pass. The Germans suffered greatly from mustard gas in 
the last war. and in a translated edition of their rules 
obtained in 1918 they advocated the use of an alkaline oint- 
ment applied immediately. To-day the same German official 
book recommended cod-liver oil made alkaline with some 
glucose added. One treatment recommended was the use of 
800 parts saturated magnesium sulphate and 200 parts syrup 
of sugar, which had been used for many years in India and 
in the lock hospitals of London for acute blennorrhoea in 
adults. The osmotic action produced was marvellous; the 
fluid became turbid in a few minutes, especially if used in 
Batten’s hydrophthalmoscope. But all treatment could do no 
more than ameliorate if the man’s condition was neglected for 
the first twenty-four hours, and at present there was nothing 
provided for the treatment of these men from the beginning 
that is to say, treatment which the patient himself could appl, 
The man might be Jying in a gas-saturated shel] hole for 
hours. What could he do for himself? The speaker believed 
that a small tube of Janoline ointment and 4 ‘mail tube of 
boric ointment could easily be carried and lJeft to the 
patient himself to apply until some skilled treatment was 
available. There was no chemical action between sodium 
bicarbonate and mustard gas, and it was probable that an 
Oxidizing agent which might destroy the effect of the ga 
would do more harm by the liberation of free hydrochloric 
acid. The ese. after aj]. was not a test tube. and must be 
treated purely from an ophthalmic point of view. 

In his reply Mr. Waitinc emphasized that such dreadful 
cases as had been related to the Section were a very smell 
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number out of the 80,000 to 100,000 cases of gas injury 
which occurred during the war, and when it was remembered 
that some of these serious results might have been caused 
or contributed to by a mistake in treatment or neglect of 
treatment the matter was seen in its right proportion. 


THE FUTURE OF ORGANIZED MEDICINE 


A symposium on “ The Future of Organized Medicine ~ 
was arranged by the London Jewish Hospital Medical 
Society on January 24 and took place at the Jewish 
Communal Centre, Woburn House, with the vice-presi- 
dent of the society, Dr. H. Taylor, in the chair. The 
subject was introduced by Dr. ANDREW ToppiNnG (Health 
Department, L.C.C.), who gave what he described as 
only an “ apéritif ~ to what followed. 

Dr. Topping said that the appalling upset caused by the 
war and the conditions certain to follow it would make 
radical changes inevitable in the system of medical practice. 
It was vital that these changes should be such as would 
ensure an entirely satisfactory service. It was therefore 
incumbent on all concerned to discard prejudices and to try 
to devise a system which would remove existing anomalies. 
To this end many of their cherished fetishes would have to 
go. The pre-war position of general practitioners, consul- 
tants, and hospitals was thoroughly unsound. The profession 
was to a large extent losing sight of its high ideals and its 
main object, which was the prevention and cure of disease. 
Except in rare instances financial considerations were becom- 
ing paramount. The exceptional man who tried to preserve 
his professional conscience paid the price in diminution of 
income. Often small regard was paid to modern diagnostic 
methods until after long treatment of symptoms. Consultants 
were equaliy affected. These men who in most cases repre- 
sented the cream of the profession had to subordinate every- 
thing to making enough money to meet their necessarily 
heavy commitments. It was common knowledge that the 
position of the hospitals was rapidly becoming acute. The 
improvement in municipal hospitals consequent upon. the 
passing of the Local Government Act, 1929, resulted in a 
great overlapping with the voluntary hospitals, and many of 
the latter were in sore financial straits and found it increas- 
ingly difficult to carry on. The outbreak of national emer- 
gency had necessitated a complete readjustment, and he 
thought the opportunity should be taken to aim at a salaried 
medical service controlled by an ad hoc medical board and 
at a complete rationalization of the hospitals. 

Dr. C. L. BATTESON (secretary, London Panel Committee) 
urged that the family doctor must continue to be the most 
important factor in the health services of the country. In 
the interests of the community the best men must be attracted 
into general practice. In order to bring this about it was 
necessary that the conditions of service should be satisfactory, 
with the opportunity for practitioners to treat their patients 
in the local hospitals. A whole-time medical service of 
salaried officers completely controlled by the State was un- 
satisfactory for the public and for the doctor alike. His 
experience of municipal and other hospitals was that too 
often the interests of the individual were unduly subordinated 
to the system. Organization was undoubtedly necessary, but 
it should be democratic and mainly in the hands of the 
profession ; it should also be directed as much to prophylaxis 
as to cure. He favoured the idea of encouraging groups of 
practitioners in partnerships. So long as some people could 
not afford to pay for their treatment he supposed that some 
form of municipal service was necessary, but here again the 
salaried whole-time element should be reduced to a minimum 
if not abolished altogether. The national health insurance 
system and the public medical services run by the profession 
could absorb most of that work. 


A State Medical Service 


Mr. SOMERVILLE HASTINGS described himself as a “ whole- 
hogger” for a complete State medical service. He did not 
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believe in compulsion either for the profession or for the 
“consumer,” but he would make the State service so attrac- 


tive that both the profession and the public would want to - 


come into it as rapidly as possible. In his view the State 
service must be evolved around the hospitals, which must be 
the centres of each medical unit. He wished to see practi- 
tioners’ consulting-rooms associated with a big general hos- 
pital. It was inevitable that there should be more and more 
specialization within the profession, the most highly trained 
of the specialists being the specialist in diagnosis—that is to 
say, the general practitioner. For the purpose of a State 
medical service he would divide England into perhaps twelve 
regions, each in charge of a health board composed of repre- 
sentatives of the local authorities in the area. The hospitals 
must unite into big units, and in addition each hospital, with 
its surrounding medical services and outposts, should have its 
own local committee with somewhat limited powers. He 
could not help thinking that if good terms were offered to 
the voluntary hospitals by the health boards—terms which 
would include due recognition of the interests of the staff and 
the board of management—-many of them would consent to 
be taken over. As chairman of the Hospitals and Medical 
Services Committee of the London County Council he had 
had the pleasure of receiving a voluntary hospital (the 
Heatherwood Hospital, Ascot), which had cost a quarter of 


a million to build and had since been extended, and was: 


now, he hoped. doing as good work as it had ever done 
before. He also wanted to see every person in the com- 
munity who wished to have a family doctor to have one apart 
from any financial consideration whatever. Most of the work 
of the home doctors ought to be done not in private sur- 
geries, Which were often inconvenient, but, so far as could 
be arranged, in communal health centres. The work of the 
general practitioner should also be made easier by permission 
to follow up his cases in hospitals and to obtain from hos- 
pitals any specialist help. 

In Mr. Somerville Hastings’s opinion the “ panel system” 
was one of the greatest mistakes in the history of social 
medicine. He knew that it had provided a doctor for many 
people who had no doctor previously. but it was based on 
wrong postulates ; it was the “tradesman” idea. The patient 
not only selected his doctor—he had no objection to that, of 
course—but the doctor was dependent upon the patient in a 
way that was degrading to the profession, and if he did not 
sign certificates just as the patient wished he was likely to 
lose a name from his list. The position of the panel doctor 
had, most unfortunately, become a saleable commodity, and 
if the system were extended to dependants the result would 
be almost to double the saleable value of every panel practice. 
In view of this commercial aspect the change-over from the 
present panel system to a whole-time State service would be 
difficult, but, he thought, not impossible. Practitioners had 
bought their practices, sometimes with borrowed money, and 
had sunk their capital in them. Mr. Hastings described a 
plan whereby he would make the transference to a_ State 
service, with pension, in such a manner as to inflict no undue 
hardship upon those whose investment was in their practice. 


The National Health Insurance System 


Mr. J. C. Gitpert (clerk to the London Insurance Com- 
mittee) said that his committee, along with all the members of 
the Association of Insurance Committees, had been trying for 
twenty-six years to get something fuller than the general 
practitioner service. Their minds had been directed towards 
the provision of a consultant and specialist service and 
facilities for radiological and pathological examinations, but 
so far, owing lergely to the question of finance, their efforts 
had not proved successful. One thing not generally realized 
was that the national health insurance scheme had a double 
object: it was intended not only to cure sickness but to 
prevent it. It was often forgotten that under the insurance 
system a doctor might prescribe anything he considered 
necessary. Some insurance practitioners would make use of 
vaccines, very often in the nature of preventive medicine, also 
of liver extract, and recently the list had been extended to 
include sulphapyridine, but many others still confined them- 
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selves to formulary mixtures. Something better was wanted 
than a bottle of medicine and a certificate for the insured 
population. 

Mr. T. B. LAyTON said that he believed he was right in 
saying that if the Insurance Act were extended to include 
dependants and all within the present income limit it would 
cover 90 per cent. of the whole population. For his own part he 
did not believe it would be necessary to form the extended 
services within any scheme of insurance. When the Local 
Government Act, 1929, was fully worked out all these services 
would be available for every person in the country, even as 
theoretically and by the law of the land they were available 
for them to-day. In his view the sale of medical practices, 
insurance or otherwise, was wrong. On the other hand, the 
nation had allowed panel practice to become a saleable com- 
modity. One of the most regrettable developments of 
recent years was the purchase of practices by insurance 
companies. Mr. Layton went on to say that the general 
practitioner ought to be a specialist, but a specialist in general 
practice, not a kind of minor specialist in all sorts of other 
things. He should be a specialist in the detection of the 
early signs of disease. He should know which out of a 
number of cases were likely to develop a serious illness, and 
not send all cases indiscriminately to the investigating doctor. 
Some of the worst medicine to-day was done by the investi- 
gating doctor, who made a slightly ill patient a permanent 
invalid before he had done with him. Mr. Layton was 
prepared to welcome a State medical service if it involved 
no politics, no nepotism, no Bumbledom, and none of the 
slackness which was likely to follow in some cases when a 
person knew that his financial position was secure for the rest 
of his life. 

In the course of some further discussion Dr. Noan Pinés 
described politics as the curse of medicine, and also said 
that State insurance, if run in an unsympathetic way by 
officials, might kill initiative in the medical profession. Dr. 
Max Sorssy said that approved societies were in some 
respects a menace to the national health insurance system. 
Some of their health visitors had no feeling for anybody who 
was ill. The Ministry of Health was for practical purposes 
a“ Ministry of Ticks.” It was true that sulphapyridine had 
recently been added to the drugs which insurance practitioners 
might prescribe, but was it not a fact that this drug had been 
used for private patients for a year or more? Dr. Maurice 
Marcus said that the assumption that a salaried servant was 
necessarily deficient in enthusiasm was not justified. In the 
universities there were whole-time professors of medicine 
who had certainly not been degraded by the fact that they 
received a salary into becoming automatic officials. He also 
referred to the difficulty which practitioners at present 
experienced in following up their patients in hospital. 

Mr. SOMERVILLE HASTINGS said that he agreed with Dr. 
Marcus that it should be much easier for the practitioner to 
see his patient in hospital. The difficulty was that a few 
doctors insisted on coming in, particularly in accident cases. 
when they were not wanted by the patient, and that was the 
reason for a certain reticence on the subject. But medical 
Superintendents of hospitals got to know the practitioners of 


their neighbourhood, and this matter should become less 
difficult. 


Under provisions in the Young Persons (Employment) Act, 
1938, the maximum working hours of more than 200,000 
young persons below the age of 16 in Great Britain were 
reduced from forty-eight to forty-four a week from Decem- 
ber 31, 1939. Full particulars of the provisions regulating 
the hours and conditions of work of young persons in the 
Various employments referred to are contained in a memo- 
randum on the Shops Act, 1934—as amended by Part II 
of the Young Persons (Employment) Act, 1938—Wwhich will 
be published shortly, and in a memorandum on Part | of 
the Young Persons (Employment) Act, 1938. which is already 
on sale. A special edition of each memorandum is pub- 
lished for Scotland. Copies of the memorandums (price 2d. 
each) may be bought directly from H.M. Stationery Office 
Or through any bookseller. 


Correspondence 


Where to Treat the Air Raid Casualty 


Sir,—Do not Dr. Trueta’s experiences in Barcelona, coupled 
with scientific consideration of the problem presented, lead to 
the advocacy of the almost total abolition of first aid for air 
raid casualties? Take a town of a quarter of a million 
inhabitants—I suggest that the arrangements for dealing with 
casualties should be as follows: 

The “ rescue parties” (whose members have had the appro- 
priate training) at once put the casualties on well-sprung and 
well-equipped ambulance wagons, on which they are con- 
veyed as quickly as possible to a large hospital of 1,000 beds 
not more than four to five miles away. First aid is limited 
to the temporary arrest of gross haemorrhage, as by putting 
a tourniquet on the lower limb, and to steadying a limb by 
sandbags (lower) or fixation to side (upper) when it is 
obviously grossly injured. Bandage a pad of sterile dressing 
over a head wound. Do not undress the patient at all. The 
passage of the numerous and readily available ambulance 
wagons is most carefully arranged: good roads; alternative 
routes in case some are rendered impassable; good circula- 
tion roads at the hospitals so that there is no blockage of 
traffic. In each wagon is an orderly to care for and comfort 
the patients. The casualties are received at the hospital by 
a classification team which distributes them to the various 
“surgical teams.” In the hospital there are at least four 
surgical teams—for head, for chest, for abdomen, for limbs. 
Each team has its own operating theatre unit and has its 
members prearranged: surgeon, assistant surgeon, anaesthetist, 
sister, nurse, orderlies. The members of the team are not 
changed unless absolutely unavoidable. There might with 
advantage be two more teams—one a second limb team, the 
other a “relief team.” Gynaecologist and ophthalmologist 
are available as “ wandering” specialists. The head of each 
team is (while getting his specialty) a thoroughly competent 
general surgeon, except that limbs are in charge of an ortho- 
paedic surgeon. The frequent multiple injuries will require 
consultation and help between teams. 

Let no injury be regarded as “trivial.” It is only the indi- 
vidual who is merely shaken up and covered with dust and 
debris who can be sent home from the casualty site. Par- 
ticularly I condemn classification into ambulant and non- 
ambulant cases, with the obvious resulting implications. The 
former usually means an upper limb injury, but even what 
seems to be a trivial hand injury may be productive of most 
serious consequences, and it is best for all hand injuries to 
be admitted to hospital, although many may be able to go 
in a short time. Loss of arm function is more important than 
loss of leg function. 

I am disturbed to think of the delay which elaborate ~ first 
aid * will bring about. Such first aid may produce additional 
damage. Delay and wound exposure (haemolytic strepto- 
cocci introduced) will increase the liability to infection. It is 
surely better, as Trueta advocates from a wide experience, 
to get the casualty to hospital as quickly as possible. With 
good organization a hospital four miles away should be 
reached in half an hour after receipt of injury. The height 
of malarrangement is reached when a hospital incorporates 
a first-aid post in its grounds. | imagine a Thomas splint 
being put on there and taken off in the hospital a few 
minutes later. It is a pity that up to the hospital door one 
authority controls, and inside the hospital another. 

Concerning discharge of patients from the hospital, Trueta’s 
principles should be followed unless it happens that so doing 
causes gross overcrowding. Then send away those who are 
best fitted to go, and enlarge the hospital quickly. 1 forbear 
detailing the injuries which should be detained, only asking 
that it be remembered that the best results come about by 
having many of the patients treated to a conclusion by one 
surgical team. 

I could amplify and prolong this letter indefinitely, but 
already I must ask pardon for its length.—I am, etc., 

Cardiff, Jan. 26. A. W. SHEEN. 
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Treatment of Air Raid Casualties 


Sik,—-In your issue of December 23, 1939 (p. 1246) there 
is a letter from Dr. Prosper Liston calling attention to the 
principles of treatment of Dr. Trueta, especially with regard 
to speedy removal of casualties to hospital. The majority of 
general practitioners, especially those who attend casualties 
in coal mines, will heartily endorse Dr. Liston’s views—that is, 
that speedy removal is not in the best interest of the patient. 
or, for that matter, of the surgeon. The cases which after 
an air raid need the earliest hospital treatment are those of 
internal haemorrhage and phosgene poisoning. 

I am in charge of a first-aid post in a colliery district of 
10,000 inhabitants. The nearest hospital is six miles away. 
With the exception of the two types mentioned, the first-aid 
parties have been instructed to bring all other cases to the 
first-aid post. Here, with adequate lighting and warm 
surroundings, we hope to continue the treatment given by the 
first-aid parties. Taking a case of fracture of the femur, for 
example, the treatment outside would be the immobilization 
of the limb with a Liston’s splint secured by eight bandages 
over the patient’s clothing. In the post the patient could be 
given morphine and kept warm, and the Thomas splint be 
applied. He also could have hot drinks. warm blankets, and 
hot-water bottles. He would then be more ready to stand 
the journey to hospital. Similar treatment with a box splint 
would be adopted for a fractured tibia, but if this happened 
in the night the patient could be taken home with instructions 
to attend hospital next day. It must be remembered that 
ambulance men are taught to immobilize fractures by. splint- 
ing outside the clothing—except. of course, in compound 
fractures. Therefore sending a patient home at night with all 
his clothing on plus bandages and splints will not ensure 
him a comfortable night. By adopting this routine we hope 
to relieve the congestion at the casualty hospital—a most likely 
event ; also we can obtain a record of the casualties treated. 

In this district each colliery has a well-equipped ambulance 
room with a competent ambulance man in charge. The first- 
aid treatment underground is very efficiently performed, and 
by the time the patient reaches the ambulance room there is 
a doctor in attendance. In any case there is no rushing off 
to hospital ; rather the patient is kept in the ambulance room 
and treated for shock. To the members of the St. John 
Ambulance movement we should pay high tribute for their 
efficiency and voluntary service. In this village the colliery 
ambulance division has volunteered to assist the first-aid post 
and form first-aid parties, and in their hands we can 
safely leave the air raid casualties. A personal expe- 
rience will substantiate my confidence in ambulance men. 
I was down the pit after a colliery explosion and was 
overcome by carbon monoxide gas. I learned after- 
wards that a stretcher party found me and carried me to a 
fresh-air base, where artificial respiration was performed 
and carbogen administered. This treatment was carried out 
by ambulance men. If they had rushed me off to hospital 
neither surgeon nor physician would have been required. 

While I am on the subject of air raid casualties, would any 
colleague please advise on the treatment of severely injured 
contaminated cases? Thus, a case of compound fracture of 
the femur who has been lying in mustard gas—this case would 
arrive at the post fully clothed, complete with Liston splint 
and bandages. According to instructions he would be un- 
dressed, bleached, washed, and put in pyjamas before dispatch 
to hospital. This will be a difficult task for ambulance men 
to do, especially in their gas masks, protective clothing, and 
clumsy gloves. What is to happen to the fracture during 
the process? The medical officer can hardly be expected to 
supervise, as he may be busy elsewhere and may not be pro- 
tected from contamination. Similarly with a fractured spine, 
complicated fracture of the ribs, severe head injuries, etc. 
these cases are not going to be improved by the decontamina- 
tion process. Yet they will have to be tackled, for the 
hospital concerned is not prepared to receive any contaminated 
cases. In the words of a well-known broadcaster, 1 would 
ask my colleagues, “What would you do, chums? "— 
I am, etc., 

Bolsover, Jan. 19. 


J. B. McKay. 


Observational Epidemiology 


Sirk,--I venture to send you a few lines not because I can 
add anything to your admirable leading article in the Journal 
of January 27 (p. 135), but in the hope of stimulating those 
who have not done so to read it and take it to heart.  Statis- 
tical epidemiology is not perhaps so frigid a pursuit as you 
suggest: for those who like it, arithmetic—to say nothing of 
algebra—can be wildly exciting. But that is not the point, 
The point is that the amateur in the proper sense of the 
word, the lover of his subject, is the salt of the earth. John 
Graunt, Francis Galton. John Snow, William Budd, were 
amateurs ; Charles Darwin himself was an amateur, “ Ex- 
perts,” “eminent authorities,” even professors, have their 
uses—at least | hope so—indeed, some of them are amateurs, 
But it is the man who studies a subject not because it is his 
duty but because it is his pleasure who does the greatest 
things. Dr. Pickies has done important things, and, if others 
will have the same courage, observational epidemiology will 
become a great science. 

It is not always easy to say what we mean by claiming to 
be a democratic people ; but there is one connotation which 
is surely just. In our country we will not allow the pro- 
fessional or the official to sneer at the amateur or to patronize 
him. But in the particular case of epidemiology there is a 
tendency to assume that an official must be a better epi- 
demiologist than an amateur. And, so far as concerns the 
quasi-judicial investigation of dramatic outbreaks of infec- 
tious disease, the assumption will usually be correct. The 
official epidemiologist will have had experience in the par- 
ticular technique of such inquiries and direct access to official 
data. Even in this field—as the work of Snow on cholera 
demonstrated—there are exceptions. But these exciting inci- 
dents are a small part of the subject; it is the quiet, steady 
investigation of the natural history of disease which is of 
primary importance. ~ Blessed are the meek ; for they shall 
inherit the earth.”"—I am, etc., 


Loughton, Jan. 27. Masor GREENWOOD, 


Night Blindness: A Warning 


Sik, —A paragraph in my daily paper, based upon a mis- 
reading of Dr. W. N. Leak’s letter in the Journal of January 
27 (p. 151), indicates that night blindness may have a popular 
appeal, and prompts me to a warning. 

Night blindness has been epidemic in armies since the time 
of the Crusades. Hector Gavin in 1843 described it in our 
armies abroad, and noted two forms—one a real disease and 
the other malingering, the differential diagnosis resting upon 
the moral character of the patient. In the last war it was 
so prevalent in Continental armies that over forty references 
to it are to be found in contemporary French, Belgian, and 
German literature. Again the two varieties occurred and 
again moral judgment was the criterion of diagnosis, while a 
varied and fantastic aetiology was evolved. One writer 
(Paul. Miinch. med. Wschr., 1915, 1548) recognized _ its 
psychoneurotic nature, but was snowed under by indignant 
protest. On our side the only record is*by Lieutenant-Colonel 
Eason, who saw twenty-two cases in Egypt, found no ocular 
lesion, and believed the condition was exaggerated or simu- 
lated. There was no record from France, and from my own 
experience I am satisfied that it was practically non-existent 
in our Army there. 

Here, then, was a psychoneurosis, widespread in time and 
place, from which we seem to have escaped through the 
goodness of providence. The working of this providence, 
however, is clear. We didn't think of night blindness, being 
perhaps too busily engaged with aetiological fantasies about 
things like disordered action of the heart. If we think of it 
now, and talk enough about it, we shall produce an interesting, 
if costly, epidemic, the material being ready in our civil 
population under present conditions. Then psychopathologists 
will declare the nature of the disorder, and will be derided 
at first, but finally, when the epidemic is well established and 
the cases thoroughly ripened, will be called upon to cure it. 
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Please. Mr. Editor, do not trouble to publish Jetters assuring 
me that there are physical causes of night blindness. I know 
that.—I am, etc., 


London, W.1, Jan. 29. MILLAIS CULPIN. 


New Treatments 


Sir, Since Dr. K. Hazell in his letter in your issue of 
January 27 (p. 152) upon the subject of electrically induced 
convulsions appears to direct his remarks against our paper 
jn particular, | would make some brief reply. 

One would remind him that the capacity to acquire new 
knowledge demands an unprejudiced mind as an essential 
condition of approach; further, that personal experience and 
observation are indispensable to any sort of judgment, espe- 
cially when the opinion expressed runs counter to more general 
testimony. It appears, indeed, doubtful whether our critic is 
qualified to describe himself as an “ onlooker™” in the sense 
of having been an actual observer, still less one who has had 
opportunity to practise this new technique. In one particular 
an actual misstatement has appeared, the correction of which 
prompts me to this reply. 

We do not apply convulsion treatment to cases of recurrent 
toxaemia, though there have been certain cases originally with 
toxic puerperal signs and symptoms in which, long after such 
had subsided, the patient remained in a state of stuporose 
inaccessibility although otherwise apparently restored to good 
bodily health. That such sequence of events has occurred 
from a subsequent pregnancy suggests a causal relationship 
and justifies the term “recurrent.” These cases we have found 
to respond with rapidity, certainty, and consistency to con- 
vulsant treatment to an extent which would warrant even the 
term “ specific.” At Warlingham the use of cardiazol has now 
been superseded by the electrical convulsant technique only 
because of the unquestionable advantages which this method 
of treatment offers. In our experience no disadvantages have 
yet become apparent save that slightly longer time is taken 
in the actual treatment. While conservatism and caution can 
be worthy traits, they cease to be so unless combined with a 
willingness to see that which is capable of being demonstrated. 
Preconceived notions are out of place where an unfamiliar 
technique is adversely criticized.—-I am, etc., 

Wo. H. SHEPLEY. 

Warlingham Park Hospital, Jan. 27. 


Sterilization of Syringes and Needles 


Sin,—I have read with interest your leading article on the 
supposedly sterile syringe (p. 96) and also the paper by Bigger, 
Blacklock, and Parish on “ Investigations and Observations on 
Inoculation Technique ~ (p. 79) in the Journal of January 20. 
The question of sterilizing syringes and needles has been crop- 
ping up perennially, and thus far there seems to be no 
unanimity on the most efficient method of doing so. The above 
investigation has thrown considerable doubt on the efficiency 
of our present-day methods—for example, boiling, alcohol, 
Surgical spirit, and ether to sterilize syringes. 

The most important part in the injection technique is the 
hypodermic needle. The accepted method of using the same 
needle over and over again till either age or an accident 
destroys its utility is open to many objections. The needle 
soon becomes blunt—perhaps only after a few injections—and 
many people dislike the idea of the same needle being used 
on different persons because of the risk of transmitting disease 
and also for aesthetic reasons. A thin, sharp, and_ sterile 
needle is. in my opinion, far more important than even a 
Properly sterilized syringe. During the last ten vears my 
modus operandi has been to boil the syringe, then fill it several 
times with commercial ether—the latter, I] thirt, has a greater 
“cleansing ~ quality—dry it. and put it away ready for use. 
I very rarely use the ordinary hypodermic needle, but in- 
stead | have several dozen tubes of interchangeable hypodermic 
needles 17 gauge | in. (P. D. and Co.). I insert one of these 
Into an adapter which fits on any Record syringe. These 
Needles are packed six in a tube ready for use. They are very 
sharp and sterile, and are never clogged because each one is 
fitted with a stylet. I use them only once and then discard 


them. The cost is approximately I4d. each. Sometimes instead 
of boiling the syringe I merely swill it out with commercial 
ether, but I always use these interchangeable needles and IL 
have never had any complaints and never seen any bad results. 
I have extended this principle of interchangeable needles to the 
haemorrhoid needle. I had an adapter soldered on to the 
distal end, but use a No. 14 needle because of the oily nature 
of the solution. 

Leriche has recently drawn attention to the dangers lurking 
in the operating theatre due to the imperfect sterilization of 
dressings, towels, gloves, etc., by the accepted methods. He 
suggested the employment of the ultra-violet rays in order to 
sterilize the air in the operating theatre and passages leading 
to it. Wells of Boston is also an advocate of the use of ultra- 
violet rays in the operating theatre. The bactericidal powers 
of the ultra-violet rays are well known, and I wonder whether 
these could not be employed in sterilizing syringes. This 
method would be most suitable for hospitals and institutions 
where mass injections are done daily.—I am, etc., 

London, W.1, Jan. 24. ARNOLD RAFF. 


Sir,—May I again draw the attention of readers of the 
Journal, as | did in a previous discussion on the matter last 
year, to the fact that adding a small amount of thymol (1 in 
1.000) to the methylated spirit will kill instantly any of the 
germs or their spores that are resistant to alcohol, nor does 
thymol corrode instruments. I invented this simple method 
of sterilization fifteen years ago, and have never yet had any 
reason to doubt its efficacy.—I am, etc., 


London, E.1, Jan. 28. N. Pines, M.B. 


Bipp 

Sir,—It would perhaps interest otologists to know that in 
the cortical mastoid operation | have for many years been 
using bipp as a first dressing after operation. When the 
Operation is completed I wash out all debris with saline and 
then with ether: I then swab the cavity with bipp, and the 
wound is completely closed except for a small drain in the 
area of the tip, which is removed next day. The tube is 
never reintroduced. Hot fomentations follow, and in less 
than a fortnight the wound heals up completely, leaving 
a clean linear scar which will be hardly recognizable after a 
few months. The whole course of treatment does not exceed 
a fortnight.—I am, etc., 

HASSAN SHAHEEN, M.Ch., 


Surgeon in Charge of Ear and Throat 
Department, Kasr-el-Ainy Hospital. 


Cairo, Jan. 6. 


Vitamin Therapy in Influenza 


Sir,—For several years I have been trying to find evidence 
of the value of vitamins A and D in the treatment of influenza, 
giving them for this purpose in large doses by intramuscular 
injection. I have certainly found that the variability of the 
disease, combined with the vagaries of the weather and other 
factors, prevents a practitioner obtaining statistically satisfying 
evidence ; but in view of the present wave of influenza my 
clinical impressions may be helpful. From personal experi- 
ence in several epidemics, as well as observation on my own 
family and intelligent patients, 1 feel convinced that an injection 
given early in the disease will usually abort it. Later on injec- 
tions are helpful, but they are in no way specific. J may 
quote the following case as illustrating the sort of response 
that may be obtained, though it must not be assumed that I 
agreed with the man’s action. During the fairly severe 
epidemic of 1933 I saw a man prostrated with typical symp- 
toms and a temperature of 103°. He was a newcomer to the 
district, and worried that his new business would be ruined, 
as he said that even a mild attack of influenza put him off 
work for at least three weeks. I gave him an injection at 
once and another next day, when he felt a lot better, though 
his temperature was 102°. Four days later I found him at 
9 a.m. standing in the snow, selling his fish and taking no 
harm. Since then he always comes to my surgery on the 
slightest sign of influenza and asks for an injection. He has 
not lost a day’s work since. 
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An interesting and important point is whether to give an 
injection of the pure “anti-infective ” vitamin A, or to give 
vitamins A and D as combined in dekadexolin. Most of my 
work has been done with the latter It is certainly very satis- 
factory, and though results can be obtained with vitamin A 
alone, I believe that the vitamin D helps considerably in giving 
the patients that feeling of well-being which is so marked— 
and can be so misleading and even dangerous—after it has 
been given. The case quoted above illustrates this effect 
perfectly. In an infection such as influenza, which is pre- 
eminent in its power to make the patient “feel rotten,” I 
think the two vitamins are indicated. In a severe case | 
should now give 2 c.cm. at once, repeated as required. This 
type of chemotherapy presumably acts on the host and not 
on the invader. It seems to stop or even reverse some of 
the physico-chemical reactions which show themselves as 
disease, it has no contraindications, and is compatible with 
any other treatment which may be indicated. As such I am 
sure it is worthy of a more extended trial than I can give. 
—I am, etc., 


Winsford, Cheshire, Jan. 27. W. N. Leak. 


Post-operative Pneumonia 


Sirn,—I had no intention of suggesting that Mr. H. J. 
McCurrich was not familiar with the condition of post- 
operative collapse, and perhaps should apologize for having 
used his letter as a text for drawing attention to the not-well- 
recognized fact that such collapse is the cause of more than 
50 per cent. of all post-operative pulmonary complications. 
Mr. McCurrich, I think, will agree that where it is possible 
—as, for example. in hospital—all such cases should be x-rayed 
as a routine in order to eliminate primary pneumonias from 
the secondary pneumonic complications of a primary 
collapse. The frequency of such post-operative pneumonic 
conditions would suggest that most of the cases are due to 
some factor less fortuitous than prevailing epidemics. One 
feels that recognition of this would result in some common- 
sense prophylactic measure—possibly mechanical—which 
might obviate, for example, hypoventilation of the bases. It 
is to the surgeons rather than the physicians one must look 
for such suggestions. 

My failure to appreciate Mr. McCurrich’s jest must be 
put down, as he says, to careless reading—in the light of 
his explanation it is perfectly obvious—or maybe it could 
be attributed to the proverbial delayed joke reaction of the 
Scot!—I am, etc., 


London, N.6, Jan. 20. W. Lees TEMPLETON. 


Endotracheal Anaesthesia 


Sik,—I do not presume to enter the arena beside pro- 
tagonists such as Sir Robert Kelly and Sir Harold Gillies. Yet 
as a younger and humble member of that body of anaesthetists 
to whom the latter refers, perhaps I may be permitted to add 
a few remarks of a practical nature. 

From the correspondence it might be inferred that the 
possible disadvantages of nasal intubation are inherent in the 
endotracheal method. That, of course, is not the case, as 
the tube can be passed through the mouth, although the nasal 
route is generally preferable. Two of the risks of nasal intuba- 
tion claimed—namely, transport of infection and damage due 
to blind passage into the glottis—would seem to be avoid- 
able. If infection is deemed to be a risk, that could easily 
be eliminated by enveloping the end of the tube with a thin 
rubber sheath, this to be rolled on after sterilization and 
removed after nasal passage of the tube into the mouth before 
its introduction into the glottis. That such a simple device 
is not actually employed may possibly be due to the fact 
(pointed out) that infection seldom occurs. However that may 
be, it is. of course, perfectly easy to remove gross contamina- 
tion of the tube before passing it from the pharynx to the 
glottis. 

Again, without commenting on the risk of blind passage 
into the glottis, one may observe that it is not difficult to 
guide a nasal tube into the glottis under direct vision down 


the laryngoscope. Finally, if there is any objection to very low 
or negative pressures, this too is not inherent in the endo. 
tracheal method. In most types of apparatus it is easy to raise 
pressure by increasing either the head of gas or the tension on 
the spring of the outlet valve, while in the McKesson type 
apparatus a bellows of adjustable tension replaces the 
rebreathing bag.—I am, ete., 
Eye, Suffolk, Jan. 21. 


Friedreich’s Ataxia 


Sir,—I am at present attending a boy of 13 who was diag- 
nosed at the age of 3, so the mother says, as suffering from 
the above condition. She has not taken him to hospital 
since. He is small for his age, shows considerable ataxia, 
wasting of the thighs, and a hypertrophy of his calf muscles, 
due possibly to the fact that he walks on tiptoe. He is of 
low-grade intelligence, his expression is somewhat vacant, 
and he has a tendency to smile or grimace. Knee-jerks 
could not be obtained. Tachycardia is present. A_ few 
months ago I attended, during his last illness, a cousin of this 
boy, though I was unaware of the relationship at the time. 
He was 14 years of age, well built, inclined to corpulence, 
and looked well in the face. Ataxia was marked, so also 
was pes cavus in both feet. Absent knee-jerks and nystagmus 
were noticeable. He had tachycardia and a severe attack of 
jaundice (which cleared up) a few weeks before his sudden 
death. To add to the tragedy of this family, two of his 
brothers also died at about the same age of the same con- 
dition. 

I now learn that the mothers of these children, who were 
sisters (one now being dead), had two brothers who also 
suffered from Friedreich’s ataxia, one dying at the age of 21 
and the other at 28. 

A history of this kind impresses upon one the importance 
of the “family history ” in filling up a life assurance proposal 
form. It also stresses the need for a very careful selection 
of one’s parents.—I am, etc., 

Hove, Jan. 20. 


J. SHACKLETON-BAILEY, 


G. L. Davies, M.R.C.S. 


Fracture-Dislocation of Cervical Spine 


Sir,—With regard to my case report of fracture-dislocation 
of the cervical spine in the Journal of December 30, 1939 
(p. 1273), | thought it might be worth mentioning that I had the 
chance of visiting the patient in question at the beginning 
of this month—roughly eighteen months since proper treatment 
began. Unfortunately I still could not persuade her to come 
to hospital for another x-ray examination. However, on 
clinical examination I found her neck apparently quite normal 
except for a bony mass, palpable but not visible, in the upper 
end of the nuchal groove. Movements were free in all direc- 
tions and, so far as I dared ascertain, union was quite firm. 
The patient was in excellent health and spirits.—I am, etc., 

Old Cairo, Egypt, Jan. 14. E. N. CALLuM, F.R.C.S.Ed. 


Medical Library for the B.E.F. 


Sir,—I am glad to be able to supplement the information 
contained in the annotation in your issue of January 27 (p. 135). 
The Council of the Royal College of Surgeons of England 
is already organizing a library for the Army Medical Services 
in France, and during the past three weeks a large number of 
periodicals and books have been dispatched, and it is hoped 
that the library will shortly be opened.—I am, etc., 

W. R. LE Fanu,’ 
Librarian, Royal College of Surgeons. 
London, W.C.2, Jan. 29. 


Hemiatrophy of Brain.—A case of hemiatrophy of the 
brain is described, and other cases recorded in the literature 
are reviewed. It is suggested that the cerebral hemiatrophies 
should be divided into two groups: a primary or congenital 
and a secondary or acquired group.—Hemiatrephy of Brain. 
B. J. Alpers and R. B. Dear.—J. nervy. ment. Dis., May, 1939, 
89, 653. 


Clati 
joine 
and 
Ano: 
Was 


He 
| rem 
ovel 
cons 
Si 
life 
coul 
to I 
Con 
H his 
Mec 
i educ 
Bart 
i grea 
miss 
leag 
| his 
| ever 
sour 
with 
i obst 
also 
of 
Sch¢ 
A 
of t 
urge 
Sydr 
{ he ; 
Roy 
in | 
whe: 
| Gilli 
| but | 
| tube 
H tube 
the 
ties, 
i soldi 
Exp 
the 
i 
more 
1 was 
| Gi 
a de 
| with 
of d 
his 
i 
| 


diag- 
from 
spital 
itaxia, 
uscles, 
is of 
acant, 
>-jerks 
few 
of this 
time, 
lence, 
» also 
agmus 
ick of 
udden 
of his 
> con- 


were 
» also 
of 21 


rtance 
oposal 
lection 


C.S. 


cation 
, 1939 
ad the 
inning 
atment 
come 
on 
1ormal 
upper 
direc- 
> firm. 

.Ed. 


nation 
», 135). 
ngland 
ervices 
ber of 


hoped 


Fes. 3, 1940 


OBITUARY THE BritisH 193 


MEDICAL JOURNAL 


Obituary 


SINCLAIR GILLIES, M.D. 
Honorary Consulting Physician, Royal Prince Alfred Hospital, 
Sydney, N.S.W. 

A well-known elder of Australian medicine has been 
removed by the recent death, after an illness extending 
over two years, of Dr. Sinclair Gillies, who was honorary 
consulting physician to the Royal Alfred Hospital and 
lecturer in clinical medicine at the University of Sydney. 

Sinclair Gillies was born in New Zealand seventy years 
ago, of a family well known in the political and juridical 
life of that Dominion. After completing his university 
course at Auckland and taking his M.A. degree; he came 
to England with the intention of studying chemistry at 
Cambridge, but while in this country something diverted 
his path to medicine and he entered St. Bartholomew's 
Medical School. There he acquired not only a medical 
education but an intense admiration for the traditions of 
Bart’s, which remained with him throughout his life. The 
great London school had no more devoted son and 
missionary over-seas than this New Zealander. His col- 
leagues said of him in later life that his enthusiasm for 
his old school and his habit of making it the criterion of 
everything concerning medical education were a frequent 
source of affectionate amusement to those who were in 
his company. He qualified in 1895, and took his M.B. 
with first-class honours in medicine, forensic medicine, and 
obstetrics. The London M.D. was taken two years later, 
also the D.P.H.Cambridge. The academic distinctions 
of which he was most proud were the Brackenbury 
Scholarship and the Trevor Lawrence Gold Medal. 

After nine years in London he yielded to the compulsion 
of the Southern Cross, despite powerful influences which 
urged him to remain in this country. He started in 
Sydney a practice which was rapidly successful, and soon 
he acquired a considerable reputation as a consulting 
physician. He was appointed to the honorary staff of the 
Royal Prince Alfred Hospital as assistant physician, and 
in 1911 to the full staff, where he remained until 1929, 
when he became honorary consulting physician. Dr. 
Gillies was also lecturer in clinical medicine at the Univer- 
sity. His interests extended widely over internal medicine, 
but he devoted special attention to the study of pulmonary 
tuberculosis. It was owing to his influence that an anti- 
tuberculosis clinic was established at his hospital, During 
the great war, at the special request of the medical authori- 
lies, he remained in Australia, although he had volunteered 
for service abroad, in order to take charge of tuberculous 
soldiers who had been invalided out of the Australian 
Expeditionary Force. Dr. Gillies was vice-president of 
the Section of Tuberculosis at the British Medical Asso- 
ciation Centenary Meeting in London in 1932: he had 
joined the Association in the year after his qualification, 
and remained a member during the whole of his life. 
Another field of activity in which he was greatly interested 
Was nursing. The trained nurses in Australia had no 
more vigorous champion. He took part in establishing 
the Australasian Trained Nurses Association, of which he 
Was first medical secretary and afterwards president. 

Gillies was a man of outstanding personality, and made 
a deep impression on all, especially students, who came 
within his range of influence. He was invariably sceptical 
of dogma, always independent, devoted to the ideals of 
his profession, honest and fearless to the last degree, and 


did not mind if his consistency was sometimes mistaken 
for obstinacy or his argumentativeness for intolerance. 
One colleague says of him that his favourite sport was 
argument. Usually he would not let go until either he 
or his opponent had been overwhelmed, and if it was he 
who had been overwhelmed his ever-present sense of 
humour enabled him to enjoy it just as much. He had a 
gift of pungent speech, and although he wrote little— 
a few papers in the medical journals—the marginal notes 
on his cases are said to have contained rare wisdom. 

In his latter days he became a patron of the arts, 
learned to appreciate music, and acquired a collector's zest 
for painting, furniture, and china. Gillies was a man 
who had the gift to a rare degree of eliciting and retaining 
affection, and his loss is deeply felt by the profession in 
his own city and State. 


J. WALLACE ANDERSON, M.B., Ch.B. 


We regret to announce the death on January 22, at the 
age of 52, of Dr. J. Wallace Anderson, a well-known 
medical practitioner in Glasgow. 

James Wallace Anderson was educated at Whitehill 
Secondary School, Allan Glen’s, and Glasgow Academy, 
afterwards proceeding to the Royal Technical College 
and Glasgow University. He took his M.B., Ch.B. with 
commendation in 1911, and in 1912 succeeded to his 
father’s practice in Dennistoun. He served in the last 
war from 1916 to 1919 as a Captain (acting Lieut.-Colonel 
in the R.A.M.C. in France and in the Army of Occupation 
in Germany. He was Officer Commanding and Surgical 
Specialist to the twenty-first C.C.S. in France. A man 
of great energy and ability, Dr. Anderson was very 
active in medical organization and administration. He 
was vice-chairman of the Glasgow Burgh Insurance 
Committee, serving on this as the representative of the 
Department of Health for Scotland. He served on the 
Insurance Acts Subcommittee (Scotland) from 1929 to 
1933, on the Public Medical Services Subcommittee 1932-3, 
and on the Scottish Committee from 1938 to 1940. He 
was chairman of the Glasgow Eastern Division of the B.M.A. 
in 1924, and of the Glasgow Division in 1934; in 1938 he 
was elected President of the Glasgow and West of Scot- 
land Branch. In addition to this Dr. Anderson was an 
examining medical officer to the Department of Health 
for Scotland and medical referee to the Corporation of 
Glasgow and Ministry of Pensions, Glasgow, and recently 
had been appointed by the War Office as chairman of 
the Glasgow Central No. | Recruiting Board for National 
Service and the Armed Forces. Among his medical 
appointments was that of assistant visiting surgeon to 
the Scottish National Red Cross Hospital at Bellahouston 
and dispensary surgeon at the Glasgow Royal Infirmary. 
In 1922 he published an article in this Journal on “ An 
Unusually High Percentage of Abnormal Cases of Mid- 
wifery in General Practice,” and in 1937 contributed a 
thoughtful article to the Glasgow Medical Journal 
under the title “Is Medical Practice Suffering from Over- 
specialization? ” 

A large and representative company gathered to pay 
him tribute at the funeral, which took place at the Crema- 
torium, Glasgow, on January 24. 


A colleague writes: 


By the untimely death of Wallace Anderson the pro- 
fession in Glasgow has lost a good friend and an out- 
standing medico-political personality. As a tribute to his 
memory may I mention some aspects of the man which 
appealed to his colleagues. He had a pleasing and alert 
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presence. His manners were frank and friendly. His 
migd was quick, accurate, and clear-thinking, his speech 
vigorous and incisive. Wallace had no pretensions as a 
dreamer of dreams, but he was quick to realize and 
assert the practical implications of any policy which pre- 
sented itself. He loved life. Besides his practice and 
his medico-political ties, sport and social pleasures 
attracted him. He worked hard and played hard. There 
was something rather unique in his make-up, and he 
leaves behind him the memory of a man of integrity and 


J. C. REGINALD BRAINE-HARTNELL, F.R.C.S.Epb. 


The sudden death at Bournemouth on January 17 of 


Mr. James Christopher Reginald Braine-Hartnell, con- 
sulting surgeon to the Cheltenham General Hospital, has 
removed a widely known and much-loved personality from 
the medical profession. 

He received his medical training at the Middlesex Hos- 
pital, where he won the senior Broderip Scholarship. 
After qualifying M.R.C.S., L.R.C.P. in 1896 he started 
with the late Dr. Pruen in 1898 a sanatorium for tuber- 
culosis at Cranham, which afterwards was developed into 
the present Cotswold Sanatorium. A few years later he 
gave up the sanatorium for practice in Cheltenham in 
partnership with the late Dr. G. A. Cardew. He became 
interested in surgery, took the Edinburgh F.R.C.S. in 
1910, and the following year was elected an honorary 
surgeon to the Cheltenham General Hospital. He threw 
himself with enthusiasm into his hospital work, and 
became well known as a reliable and successful surgeon. 
His practice was wide and he held many appointments, 
including that of obstetric surgeon to the Victoria Home 
and surgeon to the Ladies’ College. He had been a 
member of the British Medical Association for forty-two 
years, and when the Association met at Cheltenham in 
1901 he acted as honorary secretary of the Section of 
Laryngology and Otology. 

During the last war he joined the R.A.M.C. in 1915 
and was appointed officer-in-charge, surgical division, 
30th General Hospital, B.E.F., the duties of which he 
carried out with conspicuous success. He was a most 
popular officer and, possessed of a good voice, was a 
great help at concert parties. In 1929 he retired from 
practice in Cheltenham and, always fond of travelling, 
took a post as ship surgeon in the Blue Star Line. A 
man of active temperament, he felt happier when at work, 
and he began to practise anew in Norfolk. There he 
continued to work until a year ago, when he had to give 
up owing to an attack of coronary thrombosis. 

The most outstanding characteristic of B.-H., as he was 
popularly called, was his genial disposition. His cheery 
countenance expressed the genuine kindliness of his nature 
and was an encouragement to all who came in contact 
with him. LR.C. 


The death occurred early in December at his residence 
in University Square, Belfast, of Dr. S. D. DONNAN at the 
early age of 36. Dr. Donnan, who was a brilliant student 
of Queen’s University, Belfast, graduating in 1933, joined Dr. 
S. R. Foster in partnership, and by his clinical skill and per- 
sonal qualities proved a most acceptable member of the 
team. He was already making his mark and seemed destined 
to hold an honourable and distinctive position in the medical 
life of Belfast. As a member of the British Medical Associa- 
tion and a Fellow of the Ulster Medical Society he gave 
to these bodies the interest of his active mind. He was very 
popular with patients and colleagues, and to his parents and 
relatives is extended the sympathy of a very wide circle. 


Medico-Legal 


TRACHEAL DIPHTHERIA 
Unsuccessful Action against a Doctor 


A Bristol mother recently sued Dr. N. S. B. Vinter for damages 
for negligence in the treatment of her 18-year-old son, now 


~ deceased. She alleged that the doctor had failed to diagnose 


diphtheria from a diphtheritic cast which the patient had ex- 
pectorated. The doctor said in evidence that he had never seen 
a diphtheritic cast during his attendance on the patient, and 
only thought of laryngeal diphtheria on the third day. Dr, 
J. A. Pocock (then senior resident at the Bristol General 
Hospital) said he had found a membrane when the boy was 
admitted but not a typical one, and had diagnosed a strepto- 
coccal infection until he knew the result of the swab. The 
disease had started in the trachea, and he had never before 
seen laryngeal or tracheal diphtheria in an adult. Another 
medical witness said he had only seen three cases out of 22,000, 
Mr. Justice Croom-Johnson, sitting without a jury, found that 
the diphtheria had originated in the trachea and there were 
no signs which would have put the defendant on his guard. 
The fact that he had not taken a swab was not negligence, 
and if he had done so it would not have saved the patient's 
life. This was an obscure and unusual disorder, and there 
was no satisfactory proof that, in the existing state of medical 
knowledge, the doctor had failed in his duty. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In Congregation on January 30 the degrees of M.A. and D.M. 
were conferred by decree upon Herbert John Seddon, 
F.R.C.S., Nuffield Professor of Orthopaedic Surgery. 


UNIVERSITY OF CAMBRIDGE 
Parliamentary University By-election 


The Vice-Chancellor has given notice that he will attend 
in the Senate House on Monday, February 5, from 10 to 
11 a.m., to receive nominations for the election of a Burgess 
to serve in Parliament for the University. If the election is 
contested the poll will be taken from February 19 to 23. 
There will be no voting in person. Every vote must be given 
by the delivery to the Vice-Chancellor, by post or by mes- 
senger, of a duly executed voting paper. Professor A. V. 
Hill, Sc.D., F.R.S., has agreed to stand as an Independent 
Conservative candidate, and it is understood that Professor 
J. A. Ryle, M.D., may stand as an Independent Progressive, 
and Mr. Patrick Ransome in the Federal Union interest. 


In Congregation on February 2. on the recommendation of 
the General Board, Dr. Eric Holmes was appointed deputy for 
the Professor of Biochemistry and Head of the Department 
from January 5, 1940, to the end of the present academical 
year. 

The General Board gives notice that if a university lecturer, 
a university demonstrator, or an assistant director of research 
is absent on national service when his tenure is approaching 
an end, the authorities concerned shall not take such absence 
into account in considering whether to reappoint. During 
the period of the present emergency all reappointments of 
university lecturers will be for one year at a time, and the 
tenure of assistant directors of research on reappointment will 
be limited in the same way. The General Board requests 
appointments committees to treat all reappointments of 
university demonstrators in the same manner as those of uni- 
versity lecturers and assistant directors of research. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a meeting of the College on January 25, with the Presi- 
dent, Sir Robert Hutchison, in the chair, the election of 
Dr. F. M. R. Walshe, Dr. George Graham, Dr. Clifford 
White, Sir John Ledingham, and Dr. Geoffrey Marshall as 
Councillors was confirmed. Professor J. W. McNee and Sir 
Arthur MacNalty were appointed representatives of the 


College on the Council of the Imperial Cancer Research 


Fund, and Professor P. A. Buxton was elected an Examiner 
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in Tropical Medicine. The award of the Jenks Memorial 
Scholarship to Ian Collie Fisher, late of Epsom College, was 
announced, 


Membership 


The following candidates, having satisfied the Censors’ 
Board. were admitted Members of the College: 


Harold Ivor Collingwood Balfour, M.D.Lond., Keith Percy Ball, 
M.D.Lond, Helen Annan Brown, M.B.Capetown, Vernon Leslie 
Collins, M.D.Melb., John Patrick Dewsbery, M.B.Oxf., Alexander 
Peter Dick, M.B.Camb., John Boyd Wallace Dunlop, M.B.New 
Zeal., Ragab Abdelsalam El Shami, M.B.Cairo, William Eric Gibb, 
M.B.Oxt., John Cary Gilson, M.B.Camb., Deryck Lake Hepworth 
Goddard, M.B.Lond., Arthur Isidore Guest, M.B.Camb., Keith 
Selwyn Harrison, M.B.Sydney, John Denis Nelson Hill, M.B.Lond., 
Geoffrey Bevan Hollings, M.D.Lond., Eric Gordon Holmes, 
M.D.Camb., Lieutenant R.A.M.C., James Francis Hughes, M.D. 
Melb., Robert Roland Hughes, M.B.Liverp., David Ridley 
Humphreys, M.B.Birm., David Monas Leiberman, M.D.Leeds, 
Geoffrey Ernest Loxton, M.B.Camb., Alan Edward McGuinness, 
M.B.Sydney, Dermot Henry Graham’ McQuaide, M.D.Lond., 
Ardeshir Hormasji Masina, M.B.Camb., Patrick Loudon Mollison, 
M.B.Camb., Philip Warren Morse, M.B.Oxf., Gregory Bernard 


Vincent Murphy, M.D.Melb., Maurice Gerald Nelson, M.B.Belf., 


John Washington Orr, M.D.Belf., Ernest Basil Gladden Reeve, 
M.B.Oxf., Ian Dowman Riley, M.B.Leeds, Jacob Shafar, M.D. 
Glasg., Bennie George Shapiro, M.B.Capetown, George Algernon 
Smart, M.D.Durh., Alan Ford Smith, M.B.Oxf., Walter 
Somerville, M.D., N.U.I., George North Watson, M.B.Leeds, 
Captain R.A.M.C., Emily Katharine Williams, M.B.Wales. 


Licences and Diplomas 


Licences to practise physic were granted to the following 
150 candidates (including eight women) who had passed the 
Final Examinations in Medicine, Surgery, and Midwifery of 
the Conjoint Board, and have complied with the necessary 
by-laws: 


J. C. Angell, J. L. Barnado, R. H. Bhanji, G. G. Bisley, J. J. 
Brenner, W. E. R. Budd, P. M. Burton, G. H. D. Channing, 
I. W. H. R. Cran, R. J. R. Cureton, L. D. De Launay, R. J. Edney, 
M. Elias, A. J. Evans, A. S. Fairbairn, A. C. Franks, 
H. Gimpelson, Ada Glynn, A. Goldberg, D. S. Grant, A. D. M. 
Greenfield, K. W. G. G. Heathfield, S. L. Henderson, H. B. 
Hewitt, W. P. Hirsch, N. Hochman, C. A. Holman, W. B. Howell, 
J. J. Human, G. E. Hyson, I. S. Jacklin, Ll. H. James, H. M. 
Jamison, T. A. Kemp, W. S. Killpack, P. N. Kohiyar, B. S. Leibel, 
J. Lieber, I. B. Mackay, H. L. Maclure, H. O. P. McSheehy, 
J. D. Manning, K. W. Martin, R. P. M. Miles, B. R. Mitchell, 
R. Moore, B. L. N. Morgan, M. D. M. O'Callaghan, G. B. Oliver, 
N. P. Orchard, C. F. C. Parkinson, J. J. Pritchard, J. Rabinowitch, 
K. O. Rawlings. B. C. M. Reed, F. Riley, P. S. Robinson, 
B. Schwartz, G. F. Smart, J. M. Smith, M. G. Sutton, J. Van A. 
Steytler, D. V. Stott, H. J. M. Stratton, R. B. H. Tierney, F. R. 
Turner, A. J. Walker, J. A. E. Watts, R. F. Welch, W. H. J. 
Weston, Elizabeth Whatley, L. G. White, A. H. Williams, 
W. Wohlfarth, M. W. W. Wood, F. L. D. Young, A. Ackroyd, 
8. S. Alexander, L. A. Atkinson, A. H. W. Babington, Elizabeth K. 
Baker, W. R. Barrington, D. L. Bayley, Eileen Bayley, J. C. Brass, 
Barbara J. H. Broadwood, P. H. Cardew, H. L. Catchlove, M. A. 
Cave, I. L. W. Clancey, H. J. S. Coldham, J. Collins, R. E. W. B. 
Comerford, J. A. Cosh, K. W. Cross, C. D. Cruickshank, A. G. 
Davies, C. W. Davies, P. R. Day, J. M. Ellis, W. J. G. Evans, 
0. C. Fung, I. Gilbert, P. Greenstreet, J. J. Hamilton, J. A. 
Harpman, D. H. Hennessy, J. C. Heny, D. W. Higson, E. C. Hoff, 
A. G. Hooker, R. C. Woward, R. J. F. Howe, J. H. Jacobs, 
C.C. James, D. L. Johnson, J. Joyce, H. Karn, W. N. Kenrick, 
P.R. Latcham, J. L. Lawrence, B. Levin, A. A. G. Lewis, M. B. 
Longinotto, C. D. L. Lycett, C. L. T. McClintock, R. Macpherson, 
W. B. D. Maile, J. V. Mitchell, O. Morrey, Sheila M. Newstead, 
P. L. Nicolle, J. B. O'Meara, J. A. Perkins, E. H. Rees, A. F. 
Rushforth, C. J. St. Cin, A. Sakula, R. Shoulman, M. H. Small, 
J. F. Smith, G. E. Spear, A. G. Stephenson, E. E. T. Taylor, 
D. E. Thompson, K. M. Tomlinson, Helen P. Wainwright, C. E. 
Waterman, H. B. Whitmore, J. Wills. 


Diplomas were granted, jointly with the Royal College of 
Surgeons of England, as follows: 


DiptomMa 1N PusLic HeEALTH.—Agnes W. Black, I. J. Cruchley, 
Kathleen M. Hart, D. M. Lyon, H. S. Murray, K. Nadarajah, 
Margaret M. O'Connor, N. J. W. Thompson, Agnes H. Thomson. 


Diptoma IN MepicaL RapioLoGy.—L. H. Athle, Margaret G. Bell. 


Diplomas in anaesthetics were granted to the twesty-three 
persons whose names were published in the report of the 
meeting of the Royal College of Surgeons of England in the 
Journal of December 23, 1939 (p. 1255); and Diplomas in 
Psychological Medicine were granted to the sixteen persons 
and Diplomas in Laryngology and Otology to the eleven 
Persons whose names were published in the report of the 
meeting of the Royal College of Surgeons in the Journal of 
January 23 (p. 113). 


The Services 


CASUALTIES IN THE MEDICAL SERVICES 
RoyaL NAvy 


Surgeon Lieutenant KNuT Erik OLOF RINGDAHL, R.N.V.R., 
died on active service at Hong Kong on January 19. He 
was the elder son of Mr. and Mrs. Ringdahl, and took a 
commission in the Royal Naval Volunteer Reserve on July 
22, 1935. He qualified M.R.C.S., L.R.C.P. in 1935 and 
joined the British Medical Association in the same year. 

The official list of casualties issued by the Admiralty of 
the officers and men who lost their lives when the destroyer 
Exmouth was sunk includes the name of Surgeon Lieutenant 
GEORGE ALEXANDER MAXWELL SMITH, R.N. He was edu- 
cated at the University of Edinburgh, where he graduated 
M.B., Ch.B. in 1934. He held the post of house-surgeon at 
the Edinburgh Royal Infirmary before joining the Royal 
Navy. He had been a member of the British Medical Asso- 
ciation since 1935, 


DEATHS IN THE SERVICES 


MAJOR-GENERAL W. E. JENNINGS 


Major-General William Ernest Jennings, 1.M.S. (ret.), died 
as the result of an accident at Mentone, France, on January 
11, aged 75. He was born at Bangalore on January 1, 1865, 
was educated at the University of Edinburgh, where he 
graduated M.B., C.M. in 1887, proceeded M.D. in 1903, in 
the same year took the D.P.H. of the Irish Colleges, and in 
1924, after his retirement, the D.O.M.S. of the London 
Colleges. He entered the Indian Medical Service as surgeon 
on October 1, 1887, became colonel on October 1, 1910, and 
major-general on January 11, 1919, retiring as surgeon 
general with the Government of Bombay in 1922. He was 
appointed Honorary Physician to the King on January 11, 
1919. He held several important appointments, including the 
civil surgeoncies of Poona and Hyderabad, physician to St. 
George’s Hospital, Bombay, health officer of the Port of 
Bombay, and for several years chief medical officer for plague 
Operations in the Bombay Presidency, and was deputed to 
write a book on plague, a work which was used in all hos- 
pitals and dispensaries in India. He served jn the war of 
1914-18 as Assistant Director of Medical Services of the 
6th (Poona) Division, and was mentioned in dispatches in 
November, 1918. Among unofficial appointments he was 
for several years the Bombay editor of the J/ndian 
Medical Gazette, president of the Bombay Branch of 
the British Medical Association in 1922-4, president 
of the Bombay Medical Council, president of the College of 
Physicians and Surgeons of Bombay, and president of the 
Bombay Nursing Association. He was general secretary of 
a world-wide medical congress on tropical diseases held at 
Bombay in 1907 and joint honorary secretary of the Bombay 
Branch of the Imperial War Relief Fund during the war of 
1914-18, and wrote the report of all the proceedings. As a 
musician he was interested chiefly in sacred music, having 
acted on several occasions as organist of the Bombay Cathe- 
dral, and he composed and published church services. He 
was also interested in Masonic work, having obtained before 
retirement the position of Grand Master of all Scottish 
Freemasonry in India, Grand Superintendent of the Royal 
Arch under Scotland in India, the Sovereign Generalship 
33rd and last degree under Scotland in India, and honorary 
rank in the Grand Lodge of Scotland and the Grand Royal 
Arch Chapter of Scotland. He had been a member of the 
British Medical Association for forty-one years, and at 
the Glasgow Meeting in 1922 acted as representative of the 
Bombay Branch. 


Lieutenant-Colonel SAMUEL ANDERSON, I.M.S. (ret.), died 
suddenly at Paignton on January 16, aged 65. He was born on 
May 22, 1874, and was educated at the University of Glasgow, 
where he graduated B.Sc. in 1894 and M.B., C.M. in 1896. 
He subsequently took the Cambridge D.T.M. and H. in 1906. 
Entering the Indian Medical Service as surgeon lieutenant on 
July 28, 1897, he became lieutenant-colonel after twenty years’ 
service, and retired on January 20, 1922. He served in the 
China war of 1900, medal; in the Waziristan campaign on the 
North-West Frontier of India in 1901-2, medal with clasp; 
and in the war of 1914-18, in Iraq, for four years, when he 
was mentioned three times in dispatches. He received a brevet 
lieutenant-colonelcy on January 1, 1916. He was the author 
of a small book, Hints to Dressers, in 1910. 
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Medical Notes in Parliament 


There were presented to Parliament on January 23 the 
report of the Committee of the Privy Council for Medical 
Research and the report of the Medical Research Council 
for 1938-9, also the reports of the National Radium Trust 
and Radium Commission for the same year. 

The House of Commons discussed workmen's com- 
pensation on January 30 and was generally in favour of 
consultation to secure early relief of cases of hardship. 
During the week the report of the Royal Commission on 
the Distribution of the Industrial Population was issued. 
Debate is expected upon it later. 

A meeting of the Parliamentary Medical Committee 
was called for February 1. 


Fatal Road Accidents in Black-out 


In the House of Commons on January 23 Mr. MONTAGUE 
called attention to the road accidents, which, he said, were 
Jargely due to the black-out. Last month there were 1,200 
deaths on the roads, 900 of which happened during the 
black-out. It might be estimated that in addition there were 
at least 30,000 injuries. During the last four months of 
1939 4,123 persons were killed in road accidents. Captain 
EUAN WALLAcr, in reply, said that the black-out was the 
main cause of the increase in the number of deaths from 
road accidents. From September to December, inclusive. 
2.657 pedestrians died as a result of road accidents—an 
increase of 117 per cent. over the corresponding period of last 
year. Taking account only of adult pedestrians, the percen- 
tage figure rose to 148. The Government had come to the 
conclusion, in view of the persistently high rate of accidents 
since the war, that if the thirty miles per hour limit repre- 
sented a proper maximum limit in built-up areas in peace 
time, there was an overwhelming case for a general slowing 
down to twenty miles per hour in those areas during the 
black-out. The new speed limit of twenty miles an hour in 
the black-out would be introduced by an Order under the 
Defence Regulations, and would come into force on 
February 1. : 

Scottish Hospital Service 


On January 23 Mr. CoLvitLe, replying to Mr. Woodburn, 
said that the Scottish Hospital Service was being expanded 
and in many respects co-ordinated to meet emergency condi- 
tions, and it would be his aim to secure that the most 
effective use possible in present circumstances would be made 
of all available beds. 

Mr. Woopsurn asked if Mr. Colville was aware that the 
Edinburgh Royal Infirmary and other institutions were find- 
ing great difficulty in coming to any agreement on the co- 
ordination of hospital services, and if he did not agree that 
now there was a suitable opportunity for bringing all these 
bodies together in such a way as to establish a proper hos- 
pital service throughout the country. Mr. COLvILLe replied 
that he was in touch with the representatives of the institution 
to which Mr. Woodburn had referred and of the voluntary 
hospitals in general. He was very anxious to go as fully 
into the matter as he could. 


Central Medical War Committee 


On January 23 Mr. Groves asked the Minister of Health 
whether the circular letter issued by the British Medical 
Association and dated November 30, 1939, had been issued 
with his knowledge and approval; and how the statement 
contained therein that the Central Medical War Committee 
and the Local Medical War Committees were committees of 
the Association could be reconciled with the statements made 
by him in reply to questions raised in the House of Commons. 
Dr. E.tior replied that the answer to the first part of the 
question was in the negative, and he must therefore refer 
Mr. Groves to the Association if he considered that any 
statement made i®% the circular was inaccurate. 


On January 25 Mr. Groves asked when and by whom the 
practice was established that the British Medical Association 
should be solely consulted on matters relating to the medical 
profession. He also asked why inquiries were restricted to 
one body when there were many other representative bodies, 
such as the Medical Practitioners’ Union, and how much pay- 
ment the British Medical Association received out of Govern. 
ment funds for any of its work. Dr. Ettior replied that the 
practice was not as Mr,- Groves stated but rather to consult 
the body most widely representative of the whole profession, 
or of the appropriate section of the profession, according to 
the nature of the subject under consideration. As to pay- 
ments, the British Medical Association was reimbursed by the 
Government for out-of-pocket clerical expenses incurred jn 
maintaining the register of practitioners compiled for emer- 
gency purposes. 


Personnel of Medical Boards and B.M.A. Members 


On January 23 Mr. Ernest Brown informed Mr. Groves 
that 2,692 medical practitioners were at present serving on 
the panels of medical boards appointed under the National 
Service (Armed Forces) Act, 1939. He had no information 
about the number of these practitioners who were members 
of the British Medical Association or who had acted as 
officials of that Association. He had received no expressions 
of dissatisfaction at the appointments. 

On the same day Mr. Groves asked the Secretary of State 
for Scotland the number of appointments to recruiting medi- 
cal boards, emergency hospital and first-aid posts in Edin- 
burgh, Aberdeen, Dundee, and Glasgow, respectively ; and 
how many of the said appointments were held by doctors not 
members of or directly or indirectly connected with the 
British Medical Association. Mr. said that the 
numbers appointed or enrolled for duty in emergency were: 
Edinburgh, 317; Aberdeen, 99; Dundee, 56; and Glasgow, 
409. The information sought in the last part of the question 
was not available. 


Diabetics and Food Rations 


On January 24 Mr. W. S. Morrison answered questions 
about the rationing of diabetics. He said the Medical Research 
Council appointed an expert committee to advise from time 
to time whether it was necessary on medical grounds to modify 
or supplement rations in the case of invalids and other persons 
on special diets. The committee had concluded the first phase 
of its inquiry. Its report was not yet available, but the com- 
mittee’s decision on supplementary allowances of butter for 
invalids was to the effect that, provided adequate supplies of 
vitaminized margarine were available, the committee did not 
consider that the present rationing regulations necessitated 
extra rations of any food for cases of diabetes mellitus or 
of any other diseases. In view of this authoritative pro- 
nouncement there were no grounds, for the issue of such 
supplementary allowances at the present time. Answering a 
further question Mr. Morrison said that on the basis of the 
present rations and with a large range of unrationed foods 
available no supplementary rations were necessary for heavy 
workers. 


Honorary Staffs and the Emergency Hospital Service 


Sir ErNest GRAHAM-LITTLE inquired on January 25 whethet 
the part-time scheme for honorary staffs of voluntary hos 
pitals had up to date been offered only to members receiving 
the higher-grade salaries for whole-time services, and what 
was the present number of such officers to whom this scheme 
had been extended. He asked Dr. Elliot to reconsider the 
decision to exclude from participation in that scheme members 
of the honorary staffs of voluntary hospitals receiving second- 
grade salaries under the Emergency Medical Service. Dr. 
EL.ior, in reply, said the offer had been made only to officers 
enrolled in the Emergency Medical Service for whole-time 
employment at salaries of £800 a year and upwards. Out of 
786 officers already serving to whom the offer was made 488 
had accepted. Out of ninety-eight officers not yet called up 
to whom the offer had been extended forty-eight had accepted. 
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The offer was made in accordance with the recommendations 


of the Advisory Committee. He would consider any further 
representations from that committee in the light of the require 
ments of the service. 


Sir Ernest asked Dr. Elliot to expedite this reconsideration 
as the matter caused dissatisfaction. Dr. ELtior said the 
Ministry had accepted the recommendations of the Advisory 
Committee as a proper representative body, and further repre- 
entations should come from the committee. 


Sir ERNEST GRAHAM-LITTLE further asked on January 25 
upon the advice of which professional committees Dr. Elliot 
relied for measures to be taken regarding the Emergency 
Medical Service, especially with respect to staffs of the volun- 
tary hospitals ; and what steps members of the honorary staffs 
of the voluntary hospitals should take who felt that they were 
the subjects of injustice under the arrangements now in force. 
Dr. Ertior answered that the Advisory Emergency Medical 
Service Committee was set up by the Central Medical War 
Committee to advise him on the conditions of employment of 
medical staff in hospitals under the Emergency Hospital 
Scheme. He regretted Sir Ernest’s suggestion that certain 
members of the honorary staffs felt a sense of injustice under 
the present arrangements, which were substantially those 
recommended by the Advisory Committee. It was open to 
them to make representations to that committee. 


Social Hygiene Problems 


On January 25 the Non-Party Parliamentary Group con- 
cerned with the activities of the British Social Hygiene 
Council met at the House of Commons and elected Mr. L. S. 
Amery as chairman in place of the late Sir John Withers. 
Captain G. S. Elliston was appointed honorary secretary to 
the Committee. Sir Drummond Shiels reported on medical 
and educational measures recommended io local health 
authorities for adoption during war, and Mrs. Neville Rolf on 
schemes at shipping centres. The following resolutions were 
adopted : 

This meeting of the Parliamentary Group of the British Social 
Hygiene Council expresses deep concern at the present unsatis- 
factory social hygiene position throughout the country ; and 
welcomes the decision of the Minister of Health to issue a circular 
to local authorities calling their attention to the urgency of the 
medical, social, and educational problems involved. 

The group is convinced that trained V.D. almoners at the treat- 
ment centres are essential to the effective working of the voluntary 
scheme and urge the Ministry and the local authorities to secure 
i As a war measure it is strongly 
recommended that the necessary action should be taken to protect 
almoners from legal action and that they should be empowered 
to approach confidentially and invite to the treatment centres 
persons who are known sources of infection. 

The Group particularly desires to call the attention of the 
Board of Education and of its Youth Committee as well as of the 
Ministry of Health to the urgent need for providing adequate infor- 
mation and sex guidance (as well as recreational facilities) for 
young peopie. Specially requiring help are the 14 to 20 age 
group, including those about to leave school. Defence force, port, 
and evacuation areas are specially important in this connexion. 
It is further urged that the problems of sex at adolescence should 
be explained to parents and youth leaders, whose co-operation 
Is Important. 

It is recommended that a programme for each region should 
be sponsored by the regional medical and educational officers in 
consultation with the local authorities and carried out in co-opera- 
tion with the British Social Hygiene Council. 

In the opinion of the Group the efficiency and prompt execu- 
tion of the above proposals must depend on adequate financial 
assistance from the Government to local authorities. 


Treatment of Tuberculosis in Wales 


Mr. James GrirFitHs asked on January 25 what further pro- 
gress it had been possible to make to give effect to the recom- 
Mendations of the report on Anti-tuberculosis Services in 
Wales. Dr. ELtior replied that the pressure of business arising 
out of the war had prevented the local authorities in Wales 
from completing their consideration of the problems raised 
by the report. The hutted hospitals at Denbigh and Chepstow 
Would be completed during the year. These units were 
Intended primarily for the casualty service, but subject to the 
requirements of that service Denbigh, at any rate, would be 


available for the accommodation of tuberculous patients. 
He had authorized the completion of houses by Welsh rural 
authorities. 


Air Raid Warnings in Mental Hospitals—On January 23. Sir 
JOHN ANDERSON informed Captain Elliston that under existing 
arrangements mental hospitals not within earshot of public warning 
signals were among the services eligible for inclusion in the list 
of those who received the action warning by telephone. 


Vaccination Deaths —Mr. Groves on January 23 asked the 
Minister of Health whether any of the eight persons in 1938 whose 
deaths were attributed wholly or in part to vaccination or vaccinia 
suffered from post-vaccinial encephalitis, and how were the four 
deaths classified which were not classified under vaccinia. Dr. 
E.tiot replied that of the four deaths to which Mr. Groves 
referred as not classified under vaccinia, three were classified 
under “other sequelae of vaccination.” The remaining death 
was classified under measles. Of the four deaths to which Mr. 
Groves referred as having been classified under vaccinia, three 
were attributed either to “ post-vaccinial encephalitis” or to 
“ post-vaccinial encephalomyelitis.” In addition to these eight 
deaths, one which was originally certified as due to ‘* encephalitis ” 
alone was afterwards discovered to have followed vaccination, and 
was therefore classified under vaccinia, and would so appear in 
the published report of the Registrar-General. 


Instruction of First-aid Personnel—On January 23 Mr. Groves 
asked the Minister of Health what instructions had been issued 
to enable first-aid squads to differentiate between those injuries 
suitable for treatment at first-aid posts and those which ought to 
be sent direct to hospital: and where copies of these instructions 
could be obtained. Dr. Ettior said that general advice on this 
matter was contained in Air Raid Precautions Handbook No. 10 
on the Training and Work of First-aid Parties, which was on sale 
and could be obtained from His Majesty’s Stationery Office or 
through the usual sale agents. It was for the scheme-making 
authorities in each area to give the appropriate instructions to 
first-aid parties under their control. 


Psychotherapy —On January 23 Dr. ELtiot, replying to Mr. 
Rhys Davies, said that psychotherapy was a form of treatment 
which was freely employed in mental hospitals. It was given by 
the resident medical oflicers, who were supplemented in some cases 
by visiting medical staff. The resident medical officers were 
generally regarded locally as consultants for psychiatric purposes. 


Institutional Treatment of Ex-Service Pensioners.—Sir ERNES1 
GRAHAM-LITTLE pointed out on January 24 that the regulations 
furnished to ex-Service pensioners did not name voluntary hospitals 
in the list of institutions to which the pensioner should be admitted. 
He asked whether, when the pensioner applied for special treat- 
ment, he was allowed to choose treatment in a voluntary hospital 
without himself being charged for such treatment. Sir Water 
WoMERSLEY replicd that the Pensions Ministry maintained special 
hospitals for dealing with certain types of war disability. If. 
however, in the Ministry’s view it was not essential that any treat- 
ment for which the Ministry was responsible should be given at 
one of these specialized hospitals, arrangements were made for 
the man’s admission to a civil hospital. In selecting the hospital 
regard was paid to all aspects of the patient's interests. 


Divisional Food Office: Doctor's Appointment—Myr. Joun 
Witmor asked on January 24 whether Mr. W. S. Morrison was 
aware that the regional liaison officer working in the south-eastern 
divisional office of his Department was or had been medical adviser 
to, and in close attendance upon, the south-eastern divisional food 
officer. He further asked if the knowledge and experience of a 
Fellow of the Royal College of Surgeons were put to the best use 
in a post of this character ; and on what qualifications this 
appointment was based. Mr. Morrison said he had no informa- 
tion on whether the gentleman in question acted, or had acted, as 
medical adviser to the divisional food officer. He was. satisfied 
that the officer in question was fully qualified for the duties of 
the post he held. 


Evacuation Returns.’—The total number of children and 
mothers evacuated in England and Wales and the numbers who 
had returned by January 8 are: 


No. evacuated No. returned 
Accompanied children 223,381 


Slum Clearance Schemes.—At the outbreak of war there were 
some 1,300 slunv clearance orders before the Ministry of Health. 
Since then Dr. Elliot has confirmed 103 orders. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended January 6, _40, 


Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for : (a) Engiand and ‘/ales 
(London included). (b) London (administrative county). 


(c) Scotland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for : 


and Wales (including London). (b) London (administrative county). 
in Eire. (e) The 10 principal towns in Northern Ireland. 


A dash — denotes no cases ; a blank space denotes disease not notifiable or no return available. 


(d) Eire. 


(e) Northern Ireland. 
(a) The 126 great towns in England 


MEDICAL JOURNAL 


No. 


(c) The 16 principal towns in Scotland. wai The 13 principal ‘owns 


1940 1939 (Corresponding Week) 
Disease 
@ | | © | @ | ©] @ | © | @ @ 

Cerebrospinal fever 52 4 18 — — 22 7 5 — 
Deaths 2 — 

Diphtheria . . 796 31| 202 32 3871 1,180} 110] 190 45| 
Deaths 28 1 7 1 2 23 2, 8 2 2 

Dysentery . 35 18 27 13 13 

Encephalitis acute .. 3 1 6 — _ 

Enteric (typhoid and paratyphoid) fever 12 2 4 4 — 30 4 3 8 5 

Erysipelas” 65 4 63 3 9 

Infective enteritis or diarrhoea under 2 years. . 
Deaths 26 3 6 8 4 43 13 4 7 4 

Measles. 2,584 17 14 135 
Deaths 3 — — — 3 3 = = = ee 

Ophthalmia neonatorum. 67 1 16 1 72 7 12 — 
Deaths 

Pneumonia, influenzal* .. 1,106 96 21 8 23] 1,668] 169 37 29| 35 
Deaths (from influenza) 94 20 12 1 1 144 3 25 7 5 

Deaths Me 71 11 19 20 30 22 

Deaths — 

Poliomyelitis, acute 7 — — — 1 24 1 — — — 

Puerperal fever 2 7 2 — 3 1 3 4 2 
Deaths 1+ 

Puerperal pyrexia .. 1242] 10 5 125 9 12 
Deaths 

Deaths 

Scarlet fever 1,123 44] 171 50 70} 1,394} 114} 301 43| 7 
Deaths 3 1 — 1 | 4 — l 

Typhus fever — — — — 

Whooping-cough .. 727 20 10 3} 206 Oe 
Deaths 4 14 6 17 5 

Deaths (0-1 year). . 380 40 83 27 15 444 76 84 47 42 
Infant mortality rate ( (per 1 000 live births). . 67 62 

Deaths (excluding stillbirths) 7,786 | 1,438 | 1,000 288 194 | 6,495 | 1,233 859 298 220 
Annual death rate (per 1,000 persons living) 20.2 19.2 17.0 16.0 D7 LO fe 20.0 19.5 

Live births. . 6,532 901 900 300 261 | 6,479 | 1,097 888 296 257 
Annual rate per 1,000. persons living 18.2 20.0 22.9 15.9 14.0 18.1 19.9 22.8 

Stillbirths .. 269 30 39 264 43 22 
Rate per 1,000 total births (including stillborn) 42 39 38 

* Includes primary form in figures for England and Wales, London (administrative county), and Northern Ireland. 


{ Death from puerperal sepsis. 


t Includes figures for puerperal fever. 
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EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


[uring the week increases were recorded in England and 
Wales in the incidence of measles. whooping-cough, scarlet 
fever, acute pneumonia, and cerebrospinal fever. The only 
important notifiable disease observed to decline, and that 
( Jy slightly, was diphtheria. 

The measles epidemic—expected to follow the rule of 
biennial periodicity in large towns—has so far not appeared. 
There are indications that, although the time, magnitude, and 
distribution of the epidemic in different centres may differ 
considerably from those of former years, it is unlikely that a 
complete cycle will be missed. Generally speaking, the large 
cties and densely populated areas have so far escaped, 
although there are exceptions—notably Carlisle 94, Chelten- 
ham 135, Gloucester 74, Swansea 172. The figures for the 
larger cities are low in comparison: London 17 (distributed 
among 12 boroughs), Liverpool 11, Manchester 9, Birming- 
ham 13. On the other hand some urban and rural areas 
have been severely hit. such as Alston with Garrigill in Cum- 
berland 47: Bishop Auckland in Durham 20; Lichfield, 
Staffs, 36; Silsden U.D., West Riding of Yorkshire, 39; 
Amlweh, near Anglesey, 23; and three urban districts of 
Glamorgan: Caerphilly 37, Gellygaer 36, Rhondda 27. Scot- 
land has so far escaped, and in Belfast 135 cases and 3 deaths 
have been recorded. Measles is only notifiable in six other 
areas of Northern Ireland—four urban and two rural. 


Acute pneumonia (primary and influenzal) is still mainly a 
disease of the densely peopled centres: London 96 (in no 
borough more than 10 cases), Liverpool 43, Manchester 38, 
Birmingham 42; but in the large towns heavily affected by 
measles the figures for pneumonia are unaccountably low—for 
example, Carlisle 0, Cheltenham 1, Gloucester 3, and Swan- 
sea 1. That the increase to nearly double in the incidence of 
acute pneumonia is attributable mainly to influenza is sug- 
gested by the increase of deaths ascribed to that disease. No 
successful identification of a virus in the present epidemic 
has been made. Again there has been an increase in the 
incidence of cerebrospinal fever, which is more than twice 
as prevalent as in the corresponding week of 1939. The 52 
cases recorded are scattered over twenty-six administrative 
counties, with fourteen having more than 1 case: Chester 2 
(Chester 1, Birkenhead 1); Durham 2 (Bishop Auckland U.D. 
1, Hartlepool M.B. 1); Kent 2 (Chatham 1, Orpington 1); 
Lancaster 7 (Liverpool 4, Blackpool 1, Radcliffe M.B. 2); 
Leicester 2 (Leicester 2); London 4 (Bethnal Green, Camber- 
well, Deptford, Finsbury); Middlesex 3 (Hendon M.B. 1, 
Willesden M.B. 2): Northumberland 2 (Newcastle-upon-Tyne 
2); Nottingham 2 (Nottingham 2); Surrey 2 (Carshalton U.D. 
1, Sutton and Cheam U.D. 1); Warwick 3 (Birmingham 1, 
Rugby 1. Warwick 1); Glamorgan 5 (Cardiff 3, Mountain 
Ash U.D. 1,.Rhondda U.D. 1); Monmouth 2 (Newport 1, 
Pontypool rural 1): Denbigh 2 (Wrexham M.B. 1, Wrexham 
rural 1). In Scotland an increase was also encountered: 
Glasgow 3, Dundee 2, Edinburgh 2, Perth 2, Caithness 2, 
Moray and Nairn 2. 


Immunization against Diphtheria 


A revised edition of the memorandum (Memo. 170/ Med.) 
originally issued by the Ministry of Health in 1932 has just 
been distributed to Jocal authorities. With commendable 
clarity and brevity it summarizes the latest knowledge of the 
factors which determine the spread of diphtheria in vulnerable 
communities, of accepted methods of immunization, and of 


_ the facilities provided under recent legislation for free 


immunization. Diphtheria is still the principal cause of 
death during the ages from 4 to 10 vears, and occupies 


} seventh place as a killing disease in the first two years of 
life. Keduction in incidence and mortality of the disease in 


England and Wales has been negligible since 1910, but, after 
arise in the post-war years, the position has improved some- 
What in the last decade. The reason why the conventional 
Measures of isolation and disinfection have failed in their 


purpose of checking the disease is the widespread prevalence 
of carriers, who are more common than actual cases and 
more dangerous, as they are usually unrecognized. In view 
of these considerations the only safe course is to immunize 
the susceptible. Provided immunization is begun at the age 
of 1 year and repeated at school age, and that this is done 
to three-quarters of the child population, diphtheria can be 
abolished even from communities where it has been preva- 
lent. As regards choice of prophylactics, A.P.T. and F.T. 
can safely be used in children in two or three doses at an 
interval of three to four weeks, and T.A.F. in two to three 
doses at three-weekly intervals for adults, but provided due 
precautions are taken F.T. can be used for adults and for 
nurses, who are usually more sensitive than the average 
population. 


Medical News 


The Council of Epsom College have available for orphan 
daughters of medical practitioners “ St. Anne’s” Scholarships 
and “Squire Sprigge” Scholarships. Candidates for the St. 
Anne’s Scholarships must be fully 9 years of age, and must 
be orphan daughters of medical men who have been in 
independent practice in England and Wales for not less than 
five years." No such restrictions are laid down for the Squire 
Sprigge scholars. The value of each scholarship is dependent 
upon the means of the applicant and the locality and’ fees of 
the school selected. Forms of application can be obtained 
from the secretary’s office, Epsom College, Surrey. 

The nineteenth annual dinner of the Society of Radio- 
graphers will be held at the Connaught Rooms, Great Queen 
Street, Holborn, on Saturday, February 10, at 7 p.m. 


The B.B.C. announces that on February 7, in the biology 
talks on “Our Daily Life,” the subject will be ‘“ Mackenzie 
Studies the Heart.” In the broadcast Professor Garry will 
discuss the action of the heart and its function in the body. 
He will show how Sir James Mackenzie, working under most 
difficult conditions, invented instruments which demonstrated 
the action of the heart and laid the foundation for further 
research on the subject. In the Friday morning health talks 
two more in the series “ New Babies” will deal on February 
9 and 16 with the mother’s health. They will, as usual, be 
given anonymously by a doctor. 

Dr. Wilhelm Stekel will read a paper on active psycho- 
therapy in war time before the Medical Society of Individual 
Psychology at 11, Chandos Street, W., on Thursday, February 
8, at 2.30 p.m. All medical practitioners, whether members 
or not, will be welcomed. 


A joint meeting of the Society of Public Analysts and the 
Food Group of the Society of Chemical Industry will be 
held at the Chemical Society’s rooms, Burlington House, 
Piccadilly, W.,°on Wednesday, February 7, at 2.15 p.m., when 
two papers dealing with carotene and allied substances 
in foods and feeding stuffs will be presented and dis- 
cussed—namely, “ The Constitution and Physiological Signifi- 
cance of Carotene and Allied Pigments,” by R. A. Morton, 
D.Sc., and “The Commercial Determination of Carotene and 
Allied Pigments, with Special Reference to Dried Grass and 
Other Leafy Materials,” by W. M. Seaber, B.Sc. 

The out-patient department of the Maudsley Hospital for 
Nervous and Mental Disorders, Denmark Hill, S.E.5, was 
reopened on Thursday, February 1. Sessions for consulta- 
tion and treatment will be held each morning from Monday 
to Friday between the hours of 10 a.m. and 12 noon, and 
children will be seen on Tuesdays and Fridays at these times. 
Appointments may be arranged with the social worker at the 
Maudsley Hospital (telephone Rodney 3841) during the times 
mentioned. 


At the outbreak of war Caldecote Hall was offered to the 
War Office as a hospital for officers. The unexpected course 
of hostilities has, however, rendered this offer unnecessary and 
the home is now reverting io its original functions in the treat- 
ment of neurasthenia and drug and alcoholic addictions, 


URNAL 
ee 
2 
— 
d 
gs, 
= 
] 
4 
| 
22 
B 
5 
42 
19.5 
| 
Bea 
. 


200 Fes. 3, 1940 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THe EDITOR, British Mepicat Journat, B.M.A. 
House, Favisrock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on_receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

ADVERTISEMENTS.—AIl communications should be addressed 
to the Advertisement Manager (office hours 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. A 

The TetepHone Numper of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitivlogy 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumshcugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
hone 24361 Edinburgh), and of the Office of the Cumann 

octuiri na h-Eireann (1.M.A. and B.M.A.), 95, Merion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 
Seborrhoeic Bald Patch 


“C.K.” writes: Would some reader suggest any lotion or applica- 
tion which might stimulate the growth of new hair on an area 
of the scalp previously depleted by dandruff? 


Chronic Muco-purulent Otorrhoea 


Mr. Hassan SHAHEEN, M.Ch., in answer to Dr. F. C. Collinson 
(December 16, 1939) writes: I suggest that the ears should be 
mopped out dry, and then the following Calot’s fluid instilled 
twice daily. There is a good chance of the ears drying up if 
the nose, pharynx, etc., are free from any source of infection. 
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Or the insuMation of iodine dusting powder may be tried; 
this is | per cent. iodine in boric acid, but I prefer Calot’s. 


Income Tax 
Expense of Board: Subscriptions 
* MacS.” asks what is a reasonable weekly amount to charge for 
keep of (a) a servant and (6) a locumtenent, and also what 
proportion of an Automobile Association subscription will be 
allowed. 


** The appropriate deductions for board will depend on the 
particular facts—that is, total domestic cost and the 
number of individuals included—but in general deductions of 
20s. a week for a servant and 30s. a week for a locumtenent 
are not unreasonable. The A.A. subscription should be claimed 
in the same ratio as the running expenses of the car. 


Subscriptions—Past Years 


W.S T.” has become aware that he can claim a deduction for 
the subscription to the British Medical Association. Can he 
claim for past years? 

** Section 24 (1) of the Finance Act, 1923, provides that an 
overcharge resulting from an error or mistake in the taxpayer's 
return or statement can be rectified if he makes a claim for the 
adjustment not later than six years after the end of the year of 
assessment in which the assessment was made. “ W. S. T.” 
should put himself in communication with the local inspector of 
taxes, state the facts, and ask whether any particular evidence of 
payment is required. 

Cash Basis 
“TL. M. M.” took over his father’s practice two years ago. The 
local inspector of taxes contends that as the practice must now 
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be dealt with as a * new one the cash basis should be set 
aside, and, for a few vears at least, the assessment based on 
bookings less an allowance for bad or doubtful debts. 

*,” The inspector is right from the point of strict legality, but 
in our experience it is usual to accept a compromise under which 
the much more convenient cash basis is applied, subject to the 
condition that all cash receipts are brought in whether the work 
in question was done before or after the sale of the practice. 
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Car-lighting Restrictions 


Numerous inquiries are being received by the Automobile Asso- 
ciation as to the effect of the new Lighting Order. The following 
enumerates the main points which have arisen concerning the 
private motor car and its use during hours of darkness, and also 
embodies the advice of the A.A. 


1. Two white lights to the front and a red rear light are still 
obligatory. 

2. Side lamps must not exceed 7 watts. The light aperture 
is limited to an area not exceeding that of a circle two inches 
in diameter, and this must be screened by white material equal 
to two sheets of newspaper. Reflectors must be painted dull 
black or otherwise rendered non-effective. 

3. Rear lamps must not exceed 7 watts and the light must 
be red: lighting surface and screening similar to that of side 
lamps. Only one rear light is obligatory, but two are per- 
mitted. Height from ground level must not exceed 3 ft. 6 in. 

4. All side and top panels of all lamps must be completely 
obscured. 

§. Head Lamps.—Only one masked lamp is permitted. It 
must show a white light and may be fitted to either the near 
or off side of the car. It must also comply with the following: 
(a) No light to reach the ground nearer than 10 ft. distant 
from the lamp, or five times the height of the bottom of the 
lamp above ground level, whichever is the less. (6) No light to 
be projected above the horizontal when the car is standing on 
the level. (c) Intensity of illumination must not exceed 2.5 
foot-candles at a distance of 10 ft. from the lamp. 

6. Stop-lights.—These are permissible providing they do not 
exceed 7 watts, that the light emitted is red or amber, and that 
the screening conditions and lighting surface are similar to 
those for side lamps. There is no objection to the stop-light 
being combined with the rear light. 

7. Fog Lamps.—During fog an unscreened fog lamp not 
higher than 2 ft. 6 in. may be used, or, alternatively, an 
unmasked head lamp. The light must be directed downward 
and to the left and be operated by a separate switch. 

8. Direction Indicators—These are permissible providing the 
light aperture does not exceed one-eighth of an inch in width. 

9. Combined Head and Side Lamps.—When the dual-purpose 
mask having a separate aperture for the obligatory side light 
is employed, the other lamp, whether it be the near side or 
off side, must be altered to conform to an obligatory side 
lamp only. As a bulb of more than 7 watts power is not 
permitted in this lamp the head-lamp bulb must be removed 
and one of suitable wattage substituted. 

10. White Paint on Vehicles—White paint or other white 
material must be applied to bumpers and running-boards or 
equivalent positions. 


Advertisements in British Medical Journal: Corrigenda 

Mr. C. R. Casson, managing director of Messrs. C. R. Casson, 
Ltd., Incorporated Practitioners in Advertising, writes: In your 
issue of January 6 our clients, Messrs. Hanovia, Ltd., had a 
whole page showing three illustrations of their ultra-violet and 
infra-red ray apparatus. Owing to a piece of carelessness here 
the wrong captions appeared below the illustrations. The Duo- 
Therapy Unit found itself described as the New Kromayer Lamp: 
the Sollux Infra-red Ray Lamp received the Duo-Therapy 
captions; while the New Kromayer Lamp, Model V, for Focal 
U.V., became, according to the wrong caption, the Sollux Lamp. 
This error may easily have irritated and annoyed some of your 
readers, with a possible adverse reflection on our clients. It 
would be a great couriesy on your part if you would allow me 
to make in your columns this expression of regret to your readers 
for the mistake. 

Messrs. Glaxo write that an unfortunate error was made by them 
in their advertisement of ‘* Adexolin “ Capsules. ‘ Each 3 m. 
capsule contains 600 i.u. of Vitamin A.” This should have read 
6,000 i.u. 
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